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Section One: Professional Audit
Name: Lynette Rentoul
Date of Registration: April 1994 Registration Number: 3317587
Qualifications
BSc (Hons) Brunei University 1973
MSc (Clinical Psych.) Surrey University 1978
Psychoanalytic Psychotherapist British Association of Psychotherapists 1996
Current Posts
Adult Psychotherapist, Cassel Hospital (Working with personality disordered patients) 
Lecturer in Psychology, Kings College London (teaching professions allied to medicine)
A. Professional Dossier: Training since qualification
1984 Training in bereavement counselling (CRUSE)
1986 Training in supervision of bereavement counsellors (CRUSE)
1988-1990 Seminars in Psychotherapy (Tavistock Clinic)
1992-1996 Training in psychoanalytic psychotherapy (British Association of Psychotherapy) 
Numerous conferences and workshops on the subjects of bereavement, borderline disorders, 
childhood abuse and supervision skills. Weekly one-to-one and group supervision of my 
psychotherapy practice between 1988-1994 and from 1997-. Workshops on qualitative 
research at Kings College and Surrey University (1994-5).
The overall aims and objectives of the DClin.Psych were to increase my clinical and research 
knowledge, and to apply this knowledge to my work as a psychotherapist in the NHS and a 
teacher in London University. The portfolio provides evidence of my knowledge and skills. 
Clinical Review: Title: Creating a safe place for thinking: understanding developments in
a voung narcissistic woman.
The main aim of this paper was to demonstrate the development of my understanding of, and 
my psychotherapeutic skills with a disturbed borderline patient over a two year period. It 
sought to demonstrate my understanding of the complex structures of her mind, and the ways 
in which the development of skilled psychotherapeutic interventions helped the patient to 
develop new ways of thinking and dealing with the challenges of life. The rationale for the
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development of these skills was related to my clinical responsibilities working in the NHS 
with severe personality disordered patients, and my teaching responsibilities at Kings College 
London for the psychotherapy components of the mental health teaching programme.
B. Academic Dossier: Academic Reviews. The titles of the academic reviews were:-
1). Borderline Personality Disorder: the contribution of psychoanalytic theory to an 
integrated approach.
2.) Understanding the psychological impact of rape and serious sexual assault of men: a 
review of the literature.
The main aims of writing these reviews were to increase my understanding of these issues 
and to use this understanding to inform my clinical and teaching work. The academic reviews 
included topics relevant to my teaching and my clinical practice, which is with patients with 
severe personality disorder, the majority of whom have a history of sexual abuse and assault. 
In writing the borderline paper I aimed to look at ways of integrating psychoanalytic ideas 
with those in mainstream clinical psychology, in order to facilitate dialogue between these 
perspectives. In writing the rape paper I sought to demonstrate my understanding of the issue 
of gender, as an important influence of the impact of abuse and sexual assault. This 
understanding will inform my work with male patients, who are victims of sexual assault.
C, Research Dossier: Research Title: Exploring the difficulties of caring for bereaved
relatives in a general hospital: a qualitative study of the views of doctors and nurses.
Research Supervisor: Claire Twigger-Ross (from May 1998, Lorraine Nanke)
The main aim of the research study was to provide data, which would answer important 
questions about the problems of caring for bereaved relatives in a general hospital, It sought 
to identify the sorts of difficulties facing doctors and nurses in their work of managing the 
care of bereaved relatives in a hospital setting. The research topic grew from my teaching 
commitments on the subjects of bereavement and stress among health care professionals, 
from requests from senior medical and nursing staff in the hospital under scrutiny, and my 
clinical interest in bereavement counselling. The research design of the study adopted a 
qualitative approach. The findings will be used to inform developments in the nursing and 
medical curricula; and will inform the nursing and medical care of bereaved relatives.
)
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Section Two: Academic Reviews
1). Borderline Personality Disorder: the contribution of psychoanalytic 
theory to an integrated approach.
2). Understanding the psychological impact of rape and serious sexual 
assault of men: a review of the literature.
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Borderline Personality Disorder: the contribution of psychoanalytic theory 
to an integrated approach.
Abstract
Since their introduction into DSM 111(1980), the disorders of personality have generated a 
great deal of controversy. Critical debate has focused upon the reliability and validity of the 
classification and diagnosis of personality disorders, the lack of a coherent framework in 
which the vast array of empirical data can be integrated, and disagreements about appropriate 
therapeutic interventions. One of the personality disorders, Borderline Personality Disorder 
(BPD) has provoked particular critical attention. This paper argues for the value of 
psychoanalytic explanations of borderline personality pathology, based upon underlying 
structures and dynamic processes of the mind. Borderline pathology represents a broader 
concept than the restrictive definition of BPD provided in DSM IV (1994), and provides a 
theoretical framework for understanding not only the concept of BPD but also the empirical 
overlap reported among the personality disorders.
This paper discusses the defining features of BPD, and then considers the history and 
development of ideas about this form of pathology, beginning with a discussion of the early 
interest of the psychoanalysts in pathological conditions, which exist on the 'borderline' 
between psychosis and neurosis. It then considers the way in which the term 'borderline' was 
adopted and developed by clinicians and researchers from widely different theoretical 
orientations. Problems of classification are then discussed in more detail; in particular the 
contrasting positions of those arguing for categorical and dimensional approaches. 
Psychoanalytic perspectives on the debate are discussed in detail in an attempt to throw light 
upon the structures and dynamic processes underlying borderline personality pathology. 
Finally, similarities and differences between psychoanalytic and dialectical behavioural 
approaches are considered in an attempt to delineate common ground and underlying themes, 
which help point to a way forward in our understanding of borderline personality pathology.
Borderline Personality Disorder: the contribution of psychoanalytic theory to an 
integrated approach.
Introduction
Since their introduction into DSM-111 (1980), the axis 11 personality disorders have 
generated a great deal of controversy. Critical discussion has centred upon the validity and 
reliability of the classification and diagnosis of the personality disorders (e.g. Widiger et al.,
1991), especially the problems caused by the high degree of overlap among them (Costello, 
1996; Widiger, 1993), raising doubts about the validity of the distinctions between them, and 
the lack of a coherent theoretical framework in which the vast array of empirical data can be 
integrated (Kernberg, 1984; Widiger, 1993). One of the personality disorders, borderline 
personality disorder (BPD) has been the focus of particular critical attention (Widiger, 1993; 
Batemen & Holmes, 1995; Kernberg, 1984; Fyer et al., 1988). Bateman and Holmes (1995, 
p.222) pointed out that, "the term 'borderline' has emerged from a confluence o f psychiatric 
and psychoanalytic research". The word confluence implies a flowing together of ideas, 
which belies the high degree of conflict and disagreement which has characterised much of 
the discussion (Kernberg, 1984; Widiger, 1993; Costello, 1996),
The main aim of this paper is to argue for the value of psychoanalytic explanations of 
borderline personality pathology, based upon underlying structures and dynamic processes of 
the mind. Borderline pathology represents a broader concept than the restrictive definition of 
BPD provided in DSM-IV (1994; see Appendix 1) and provides a theoretical framework to 
further understanding not only of the concept of BPD, but also the empirical overlap among 
the personality disorders. Further to this, this paper seeks to argue for the value of theory, in 
providing a framework for conceptualising the relationship between personality disorders and 
other manifestations of psychopathology and the relationship between personality disorder 
and healthy personality. Finally, the paper seeks to delineate areas of consensus within 
psychoanalysis and dialectical behaviour therapy in order to highlight common areas of 
understanding, in relation to key features of borderline personality pathology. The paper will 
begin by considering the background, history and development of ideas on the nature of 
borderline personality disorder, it will then focus upon the current problems of classification
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and diagnosis of BPD. This will be followed by considering the contributions of 
psychoanalytic and dialectical behaviour theory, and a discussion of areas of consensus in 
understanding BPD, which facilitate thinking about ways forward.
Background and defining features of borderline personality disorder.
The introduction of axis 11 personality disorders in DSM 111 (1980) stimulated a great deal 
of interest in these disorders; the current version, DSM-IV (1994), includes ten personality 
disorders (Appendix 2). The purpose of introducing personality disorders on a separate axis 
was to encourage clinicians to locate manifestations of psychopathology in a context of long­
standing personality difficulties. Many authors have commented upon the explosion of 
interest in borderline personality disorder (Derksen, 1995; Key, 1979), which relates to a 
number of factors, the most important of which was the tremendous increase in the number 
of people seeking help, who met the diagnostic criteria for this disorder. It was further fuelled 
by a growing interest among psychoanalysts in developing early theoretical ideas on 
borderline pathology (Rey, 1994), renewed interest in underlying dimensions of personality 
(McCrae & Costa, 1990; Costello, 1996) and the development of well-researched structured 
interviews to facilitate the diagnosis of personality disorders (Gunderson et al„ 1981).
The key features of borderline personality patients, include; highly changeable and erratic 
emotions, with sudden mood swings and angry outbursts; impulsive behaviour, which is 
often self-damaging; an impoverished sense of selfhood and diffused identity; stormy 
relationships, which tend to be transient and intense, alternating between idealisation and 
devaluation; and high levels of distress and misery, though depression may take the form of 
feelings of flatness, emptiness and boredom (see Appendix 1 for the DSM diagnostic criteria 
for BPD). Of all problems characteristic of borderline personality disordered patients, 
unstable and intense relationships (Modestin, 1987) and intentional self-damaging and 
suicidal acts (Linehan, 1993) are seen to be the most critical. In considering the features of 
borderline personality disorder, outlined in DSM-IV, their breadth and relevance to other 
personality disorders is apparent; for example, the lack of a clear sense of identity, the fears 
of abandonment, the difficult relationships and the instability of mood.
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DSM-111 (1980), and later revisions (1987; 1994), represents a categorical classification 
of personality disorders, that is a yes-no approach to classification, based upon the presence 
of defining features (see Appendix 1), which have been subjected to tests of reliability and 
validity. This is the traditional form used to represent clinical conditions, and as Millon 
(1996, p. 128) points out "The success o f categorical taxa may be traced to the ease with 
which clinicians can use them in making rapid diagnoses with numerous briefly seen 
patients". Since their introduction, however, the problems of identifying the disorders of 
personality have come under increasing scrutiny (e.g. Costello, 1996; Millon, 1996). Some of 
the dissenting views argue for the value of a categorical approach, but seek to further refine it 
(Millon, 1996). Others argue that the problems reveal the inappropriateness of this approach 
and argue for a dimensional approach (Costello, 1996; Kernberg, 1984), which incorporates 
underlying characteristics of personality (Costa & McCrae, 1992), personality characteristics 
(Costello, 1996), or structures of the mind (Kernberg, 1984), which underpin a range of 
personality disorders. A dimensional approach seeks to combine a range of personality traits 
into a single profile, and thus represents the uniqueness of individual pathology, rather than 
forcing patients into categories for which they may be ill-suited. From this point of view, 
overlap is not simply a problem to be overcome, but provides clues about the relationship 
between disorders of personality, based upon common underlying factors (Perry, 1992) or, 
from a psychoanalytic point of view, dynamic structures of the mind (Kernberg, 1984).
The history of ideas on the nature of borderline personality disorder 
The early work of the psychoanalysts in their study of psychopathology placed the concept of 
personality at the heart of their analysis. Indeed, a hallmark of psychoanalysis is its 
longstanding interest in the relationship between the development of internal structures of 
personality and psychopathology. Millon (1995, p.xi) commends their contributions,'T&g 
splendidly astute and discriminating clinical portrayals by Freud, Abraham, Reich and 
Schneider earlier this century stirred our curiosities and inspired us to further our desire to 
understand "character and personality"". Their work initially distinguished neurotic and 
psychotic, from healthy personality functioning; however, during the 1940's interest focused 
upon a further dimension, borderline functioning (a term introduced by Stern, 1938), lying
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between psychotic and neurotic levels of functioning. This had many features associated with 
psychotic functioning, such as the use of primitive defences and primary process thinking, 
whilst maintaining contact with reality, the key feature of neurotic functioning. The ego was 
not sufficiently weakened to lose contact with reality, and boundaries between self and other 
remained intact, but there were severe deficits of ego functioning, which disrupted identity 
formation and relationships. During the 1940's and 1950's psychoanalysts produced a number 
of papers which began clarifying their thoughts on this group of patients. They extracted 
aspects of behaviour and mental functioning, which constituted the core of schizoid, 
narcissistic and borderline personality pathology, reflecting different constellations of 
underlying personality organisations, which fell on the borderline between psychosis and 
neurosis. The key feature of this work was the framework it provided for understanding 
borderline pathology, which enabled it to be located within the broader perspective of the 
development and elaboration of pathological and healthy structures of personality. In doing 
so it threw light upon the relationship between the borderline organisation of personality, a 
broader concept than BPD, and other pathological organisations of personality, and healthy 
personality, by considering common structures and dynamic, developmental processes.
This way of conceptualising borderline pathology exerted less influence outside the field 
of psychoanalysis. Part of the problem was that psychoanalytic ideas were often expressed in 
an obscure and technical language, which was difficult for clinicians not working within this 
tradition to access. Furthermore, there was a growing tide against single case studies, and an 
increasing clamour, among psychologists and psychiatrists, for more rigorous studies of 
personality. The growth of research, which emphasised the importance of scientific methods 
based upon empiricism and positivism, in academic departments of psychology and 
psychiatry in the 1960's and 1970's, militated against the acceptance of ideas not derived 
from this approach. Millon (1995, p.xi) described the disenchantment with psychoanalytic 
ideas,"these characterisations became outdated curiosities, speculations that many said 
should be replaced by tightly focused and empirically anchored research constructs".
Interest in the 1970's and early 1980's was in delineating more tightly focused and 
empirically anchored categories of personality, based upon empirical research (Spitzer et al.,
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1979; Gunderson & Kolb, 1976; Gunderson et al., 1981). The work of these researchers were 
influential in describing a number of personality disorders, which they argued could be 
reliably and usefully distinguished. One of these was BPD; the term, however, was far more 
restrictive than that favoured by the psychoanalysts, with their emphasis upon broad 
pathological organisations of personality, since it relied upon narrow diagnostic criteria 
designed to distinguish it from other personality disorders (Gunderson et al., 1981). This 
approach, advocated by cognitive, biological and biosocial researchers, emphasised the 
differences between disorders of personality, rather than their common structures and origins 
(Spitzer et al., 1979; Gunderson & Kolb, 1976). It was these researchers who were most 
influential in the drawing up of categories of personality disorders in DSM-111(1980), and 
its revisions (1987; 1994), at the expense of dimensional approaches, which emphasised the 
inter-relatedness of personality disorders, based on common underlying factors.
The pendulum, which once swung in the direction of empiricism and positivism is now, 
provoked by the problems of classification, swinging back in the direction of a growing 
interest in descriptive and theoretical accounts of dimensions of personality and the nature 
and dynamics of underlying structures of personality. There has been discussion of a move 
towards a synthesis or confluence of ideas (Bateman & Holmes, 1995; Millon, 1995) and a 
growing interest in developing a theoretic framework, in which the enormous proliferation of 
research data can be integrated and the problems of overlap better understood (Millon, 1995; 
Derkson; 1995; Costello; 1996). However, problems with classification currently persist. 
Derksen (1995, p. 17) pointed out that the distinction bzïwçQn"symptoms and personality 
today is, theoretically, no better resolved than in the days o f Freud"; it is this issue that lies 
at the heart of many of the confusions in current conceptions of personality pathology. 
Problems with the current system of classification.
The inclusion of personality disorders in DSM-111 and its revisions (1980; 1987; 1994) were 
based upon a huge research data array, which fuelled the hope that a range of personality 
disorders could be distinguished in a reliable and valid way. However, in Widiger's view 
(1993, p.35) the DSM system represented "a sort o f theoretical stew, with psychoanalytic 
theory represented by the narcissistic, social learning by the avoidant, and biogenetic by the
>
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schizotypal", and following initial enthusiasm, the confusion surrounding the heterogeneity 
of syndromes and the concomitant problem of overlapping categories became increasingly 
the subject of critical commentary (Costello, 1996; Widiger et ah, 1987; 1988; Pope et ah, 
1983). The problems discussed included the low levels of test-retest reliability for many of 
the personality disorders (including borderline personality disorder), raising doubts about 
their stability over time (Loranger et ah, 1991; 1994). The problems of overlap among the 
different disorders of personality raised questions about the accuracy and usefulness of these 
distinctions (Widiger et ah, 1987; Morey, 1988; Pope et ah, 1983). For example, Widiger 
(1993) calculated that there are 93 different ways of meeting the DSM-111-R criteria for 
borderline personality disorder. Widiger et ah (1987) found that 55% of patients with BPD 
also met the diagnostic criteria for schizotypal personality disorder, 47% for anti-social 
personality disorder, and 57% for histrionic personality disorder. The research of Fyer and 
his colleagues (1988) indicated that pure borderline personality disorder was only present in 
8% of patients, whereas 46% had one additional diagnosis, and 46% two or more additional 
diagnoses. In reviewing the problems highlighted by research findings, overlap between BPD 
and narcissistic, dependent, paranoid and anti-social disorders (Pope et ah, 1983; Widiger et 
ah, 1987; Morey, 1988) and schizotypal personality disorder (Widiger et ah, 1987) have been 
found. Research has also pointed to the problems of differentiating between personality 
disorders and axis 1 mood disorders (Hirschfield, 1993).
Researchers and clinician have drawn different conclusions from the array of problems 
associated with defining and diagnosing BPD. Some argue that although the system is 
fraught with difficulties, its advantages outweigh its disadvantages (Millon, 1996). For 
others, the problems of focusing upon differentiating features of personality disorders to the 
exclusion of shared characteristics are so great that a different kind of solution is needed 
(Kernberg, 1984; Costello, 1996; Costa & McCrae, 1992), because they expose not simply 
serious, but surmountable problems, but a fundamental weakness of the system itself.
A number of authors have suggested ways forward, which demand more dramatic 
revisions to the categorical approach to personality disorders in DSM-IV (Kernberg, 1984; 
Costello, 1996; McCrae & Costa, 1990). Their work focuses upon the importance of a
>
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dimensional approach, which provides a theoretical account of the relationship between BPD 
and (i) other the personality disorders, (ii) other manifestations of psychopathology, and (iii). 
healthy personality functioning. The accounts are based upon dimensions of personality 
(Costa & McCrae, 1992; Costello, 1996) or structures of the mind (Kernberg, 1975), which 
in turn are based upon a common developmental history. Kernberg (1984, p.94) 
suggested, "optimal classification o f personality disorders should include both a categorical 
approach to different types o f personality constellations and a dimensional approach that 
refers to the degree o f severity o f these disorders and to the internal relations o f the 
subgroups to one another. " The main impediments to refining the current classification 
system along these lines were the lack of agreement about what dimensions to include 
(Davison & Neale, 1998), what theoretical model best provides a conceptual framework for 
thinking about the empirical overlap among the disorders of personality (Kernberg, 1984; 
Costello, 1996) and political manoeuvring. In Kernberg's (1984, p.94) words, "af bottom, the 
field is in flux, and strong, conflicting theoretical biases find  expression in the political 
maneuvers activated by the bureaucratic method by which DSM's are produced”. Alternative 
approaches have been suggested, they include; the Five Factor Model (Costa and McCrae,
1992), Costello's (1996) focus upon personality characteristics, and Kernberg's (1975; 1984) 
structural model, based upon psychoanalytic theory. It is the value of this approach in 
providing a framework for understanding borderline pathology and its relation to other 
personality disorders that will be considered in the next section.
Psychoanalytic perspectives on borderline pathology.
The term 'borderline' is derived from psychoanalytic theory; in this context, it refers to a 
range of problems that are neither psychotic nor neurotic, but fall on the borderline between 
the two. In the words of Rey (1979, p. 203), "It seems that those people represent a group o f 
persons who have achieved a kind o f personality organisation in which they live a most 
limited and abnormal emotional life which is neither neurotic nor psychotic but a sort o f 
frontier state". Psychoanalytic thinking influenced the development of Axis 11 personality 
disorders, for example, their term 'borderline' was adopted to describe one of the personality
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disorders; however, psychoanalytic emphasis upon underlying structures of personality was 
largely lost in the classification of personality disorders adopted in DSM.
To exemplify the contributions of psychoanalysis special attention will be given to the 
work of the object-relations school in Britain (Klein, 1945; 1946; Fairbairn, 1940; 1944) 
because its emphasis upon the importance of pre-oedipal development, primary process 
thinking and primitive defences, such as splitting and projective identification, is particularly 
useful in understanding the development of borderline pathology. Klein's (1946) work in 
distinguishing the paranoid/schizoid and the depressive positions in the first year of life 
provided a framework for considering pathologies of personality, which fall between 
psychotic and neurotic functioning. The hallmark of psychoanalytic thinking about 
borderline pathology is that it goes beyond the restrictive concept of BPD, and is implicated 
in a range of disorders, including narcissistic, paranoid and schizoid personality disorders.
Kernberg (1975) outlined the key features of the borderline personality organisation, as: (i) 
ego weakness (with severe identity diffusion) (ii) shifts from secondary to primary process 
thinking (with impaired reality testing) (iii) use of primitive defences, in particular, splitting 
and projective identification (iv) pathological internal object relations. The key factors 
implicated in the weakness of ego functioning include; a lack of: anxiety tolerance, impulse 
control and developed sublimatory channels; and a blurring of ego boundaries, leading to 
identity diffusion. In explaining the development of the borderline organisation, 
psychoanalysts focus upon early personality development, and the way in which powerful 
aggressive forces hamper normal developmental tasks, undermining the development of a 
more mature and integrated ego. They differ in their views on the origins of these forces; 
some emphasise the role of internal conflict, fuelled by envious and hostile impulses, others 
emphasise the role of inner deficits, caused by external factors, such as parental failure, 
neglect or abuse. Whether the emphasis is upon inner conflict or deficit, or a combination of 
the two, psychoanalysts agree on the pivotal roles played by excessive aggressive forces and 
the activation of defences to deal with them; in particular, the excessive use of splitting in 
defence of the ego, which has serious repercussions for inner development and integration.
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Splitting has the healthy function early in life of protecting good experiences from 
aggressive forces; however, with growing ego strength, the individual can tolerate the 
coming together of good and bad impulses, without the fear that good experiences would be 
destroyed. This normally occurs during the second half of the first year, and is referred to as 
the 'depressive position' (Klein, 1940), or the capacity for concern (Winnicott, 1965). The 
integration of loving and hating forces, characteristic of the 'depressive position', is 
considered by psychoanalysts to be a crucial aspect of early development and is seen to 
underpin a range of ego strengths, such as the growing capacity to tolerate anxiety, sadness, 
guilt, separation and loss, as well as forming the foundation of concern for, and a realistic 
understanding of others. Excessive splitting, as a defence, undermines the bringing together 
of contradictory forces, and results in a lack of integration and synthesis of the inner, and 
subsequently, outer worlds. The individual's inner world is thus prone to swings between 
experiencing the self and others in idealised, omnipotent and grandiose ways (untempered by 
real frustrating and aggressive forces) or in dangerous and destructive ways (untempered by 
loving or good impulses). Kernberg (1975, p.36) states,"77ze? major defect in development lies 
in the incapacity to synthesise positive and negative introjections and identification; there is 
a lack o f the capacity to bring together the aggressively and libidinally determined self and 
object images. Such a state o f affairs is very detrimental to the integrative processes, which 
normally crystallise into a stable ego identity".
Contemporary psychoanalysts have elaborated upon the developmental processes involved 
in fuelling the anxieties, which are implicated in the excessive use of splitting. For example, 
Steiner (1993) in describing the causes and development of the borderline pathology, points 
to the role of real or phantasized problems in relating to the mother. Real space and psychic 
space become full of problems and dangers; closeness becomes imbued with hostile and 
destructive impulses, whereas distance is experienced as isolation, replete with the dangers of 
abandonment and disintegration. Rey (1994) also focused upon the problems caused by 
excessive aggression in finding a safe space between self and others, which he referred to as 
the claustro-agoraphobic dilemma'. In the normal course of development, the personal space 
of the developing infant gradually increases; closeness to the maternal figure becomes
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associated with warmth, nurturance and maternal protection, whereas increased distance is 
associated with growing independence, curiosity and exploration. The amount of space is 
negotiated, and with a sensitive and responsive mother, pleasure and safety is found in both 
closeness and distance. In his analysis of the development of cognitive structures, which 
facilitate the child's growing understanding of space, he draws upon the work of Piaget 
(1947; 1954). The internal world develops alongside the outside world of real relationships, 
and can be damaged by failures of parental figures in these negotiations, as well as by the 
potentially destructive role of phantasy. The dangers of this are that intimacy becomes 
dangerous, full of hostile impulses from the individual or attacking the individual; but 
distance is also terrifying, filled with agoraphobic terrors of abandonment and disintegration.
This work provides detailed descriptions of the nature of the problems of attachment 
which are characteristic of borderline pathology and explains the extreme oscillations seen in 
the relationships of borderline patients, terrified of aloneness, yet persecuted by intimacy, 
they continually seek some sense of safety. This results in constant movements between 
intimacy and isolation, or becoming marooned in a 'psychic retreat' (Steiner, 1993), that 
allows escape from the persecutory anxieties of the paranoid position, anxieties of 
disintegration and chaos of the schizoid position, and the fears of loss and separation of the 
depressive position. It is this barren landscape of borderline pathology that psychoanalysts 
describe so eloquently.
Psychoanalytic psychotherapy with borderline pathology focuses upon the interpretation of 
the aggressive forces and primitive defences, which must be addressed for integration and 
synthesis to take place. It is considered important to understand the nature of the pathological 
organisation and to facilitate integration of contradictory aspects of the inner world and 
movements in the direction of the depressive position. This means that the paranoid anxieties 
of persecution, the schizoid anxieties of chaos and disintegration and the depressive 
anxieties, relating to fears of separation and loss need to be understood and addressed. For 
the object relations analysts (Steiner, 1993; Rey, 1994; Joseph, 1989), this involves the 
containment of anxieties, by communicating understanding to the patient, through the use of 
interpretation and the strength of the 'therapeutic alliance' (Zetzel, 1970). In this way the
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process of ’working through' (Joseph, 1989) is facilitated. In his review of clinical techniques 
with borderline patients, Steiner (1993) stresses the parallels between 'working through' and 
the process of mourning; this process is crucial to achieving therapeutic developments with 
borderline patients. He also discusses the distinction between 'being understood' and 
'understanding' in therapy; in the early phases of work with borderline patients he argues that 
it is crucial to communicate to them that they are understood, before they are able to 
negotiate the more exacting task of understanding themselves. Despite the problems of 
integrating psychoanalytic ideas into mainstream psychiatry, Bateman and Holmes (1995, p. 
222) suggest, "the treatment o f borderline patients by modified psychoanalytic methods may 
be one o f the major contributions o f psychoanalytic methods to modem psychiatry". 
Cognitive-Behavioural perspectives on borderline pathology 
Cognitive-behavioural approaches derive their ideas on the nature, cause and treatment of 
borderline personality disorder from a combination of social-learning, biological and 
cognitive theories within psychology. Linehan (1993) has played an influential role in 
developing both a theory of, and treatment approaches for borderline personality disorder, 
and her work will be referred to as an example of the cognitive-behavioural approach. This 
work operates largely within the confines set by DSM-111 (and later revisions) in accepting 
the diagnostic criteria for BPD. From this point of view the term 'borderline' loses its 
meaning (i.e. the border between psychosis and neurosis), and in questioning the usefulness 
of the term, Linehan concurs with Millon (1981) that the term 'cycloid' personality, which 
highlights the centrality of instability of mood and behaviour, is preferable.
The occurrence of this pathology in early adulthood is seen as a deterioration of previous, 
less severe personality patterns. Millon (1987) emphasised the divergent histories of patients 
with borderline personality disorder, illustrating that this pathology can be reached via a 
number of routes. Linehan (1993) aligns herself closely to his work, which emphasises the 
interaction of biological and social learning influences on aetiology. Her ideas are based 
upon her clinical work with borderline personality disordered female patients with a history 
of parasuicide and self-harm. Although behaviour therapists traditionally have not been 
interested in underlying structures of personality, cognitive therapists have developed
f
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formulations of borderline behavioural patterns, which emphasise the causal role of 
pathological cognitive schemas formed early in life. They have not elaborated a detailed 
account of the way in which these schemas are formed; they rely instead upon the notion that 
dysfunctional core beliefs are set up as the result of trauma or environmental deficits.
Many of the interventions that Linehan advocates are firmly located in the cognitive 
behavioural repertoire, and like that tradition she presents many aspects of her work as an 
empirical approach to human distress, rather than based upon a particular model of the mind. 
In explaining the development of BPD, Linehan draws upon literature in experimental 
psychology, including the biological basis of behaviour and personality, basic emotional 
functioning, the impact of environment upon behaviour and cognitive psychology. She 
focuses upon the biological basis of the regulation of emotions, which includes a number of 
variables, such as genetic influences, disadvantageous intrauterine events and the impact of 
early childhood events upon brain development and the nervous system. Severe childhood 
abuse is well documented among female borderline patients and is linked to pathologies of 
the nervous system (Briere, 1988). She also discusses the impact of varieties of 'invalidating 
environments' (e.g. choatic and abusive families). The key to the biosocial perspective is the 
way in which biological and environmental factors are linked in a transactional vicious 
cycle', in which variables reinforce each other in a process of compounding problems in the 
regulation of emotions, cognitions and relationships.
Linehan's (1993) work describes a thematic reorganisation of the diagnostic criteria for 
BPD in the following way: emotional dysregulation; interpersonal dysregulation; behavioural 
dysregulation; cognitive dysregulation and dysregulation of the sense of self. Further support 
for the significance of these thematic categories is gained from the cluster analysis of the 
DSM-111 diagnostic criteria conducted by Clarkin and his colleagues (1992). However, 
Linehan s work has little to say about the aetiological significance of these themes, or the 
relationship among them. Her treatment strategies are derived from the cognitive-behavioural 
repertoire, though she adds her personal contribution and techniques derived from Eastern 
philosophy. She calls her treatment approach, Dialectical Behaviour Therapy (DBT).
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The essence of dialectics relates to the reconciliation of opposites in a continual process of 
synthesis. For Linehan, the fundamental aspect of working with BPD women means 
accepting them as they are, whilst at the same time working within a context of helping them 
to change. Her emphasis upon acceptance as a balance to change flows from the integration 
of perspectives drawn from Zen practice and Western psychology. She emphasises the 
importance of validating the patient's experience, whilst at the same time developing new 
problem-solving strategies. Validation of the patient's perspective involves demonstrating 
understanding of the patient's current emotional, cognitive and behavioural responses. The 
therapist actively searches for the grain of wisdom or truth inherent in each of the patient's 
responses and communicates that wisdom to the patient. Hand in hand with this goes the 
therapist's belief in the patient's essential desire to grow and progress, as well as her inherent 
capacity to change. This may involve the therapist's acknowledgement of the patient's sense 
of desperation. The emphasis is upon building and maintaining a positive and collaborative 
relationship between patient and therapist. For Linehan, the relationship with the therapist is 
crucial, and with suicidal patients may represent their only tenuous hold on life. In outlining 
the major differences between her work and that of other cognitive-behaviour therapists, she 
stresses the following points: (i) acceptance of the patient's behaviour; (ii) working directly 
with 'therapy-interfering' behaviours; (iii) emphasis upon the relationship between the 
therapist and patient; (iv) focus upon the dialectical process.
The influences of eastern philosophy have led her to place greater emphasis upon 
observing, patience, tolerance, mindfulness and the avoidance of judgement. However, it is 
her descriptive account of what she means by a dialectical understanding of borderline 
personality disorder, which is the hallmark of her work, since she views borderline behaviour 
as a dialectical failure. A dialectical view of the world stresses inter-relatedness and 
wholeness, and this is crucial in attempting to understand borderline disorder. It is also 
important in developing therapeutic strategies, and in this context she acknowledges the 
influence of Gestalt therapy, with its emphasis upon wholeness and synthesis. From her point 
of view the key feature of borderline patients is the way in which they vacillate between 
rigidly held, opposite points of view, which they cannot integrate. Their failure to synthesise
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these opposing positions is at the heart of the borderline dilemma and difficulty. 
Furthermore, their characteristically rigid style of thinking makes it difficult for these 
patients to imagine future change and transition, making them feel stuck. In her account 
(1993, p.35) she acknowledges briefly the concept of splitting, though her description is 
superficial, "dichotomous thinking or splitting can be viewed as the tendency to get stuck in 
either the thesis or antithesis, unable to move towards synthesis". The key component of the 
dialectical analysis relates to the difficulties that BPD patients have in bringing together 
contradictory impulses and feelings towards themselves and other people. This cognitive 
failure undermines the individual's capacity for synthesis and integration, and makes 
transcendence of their difficulties highly problematic.
Consensus and controversy in the literature on borderline pathology
Both consensus and controversy continue to characterise the debate about the nature, 
cause and treatment of borderline personality pathology. In considering the parameters of this 
debate two broad approaches have been identified; the categorical classification system of 
DSM-IV (1994), emphasising discrete categories of personality disorder, and a dimensional 
approach, which argues instead for a system based upon underlying dimensions of 
personality. This paper argued in favour of incorporating a psychoanalytic approach, which 
provides a descriptive and theoretical account of different organisations of personality 
pathology and their inter-relatednes, into the classification and conceptualisation of 
personality pathology. In particular it advocated the usefulness of the psychoanalytic 
approach, which locates the broad concept of borderline personality pathology between the 
psychotic and neurotic organisations of personality.
At the heart of much of the controversy about borderline pathology lies the issue of 
whether BPD can be reliably and usefully distinguished from a wide range of other 
personality disorders. What is at issue is not simply the refinements of techniques for 
distinguishing among personality disorders, but the categorical approach to disorders of 
personality itself. The problems in reliably distinguishing BPD from other personality 
disorders are well documented (Widiger et al., 1987). These findings not only highlight the 
difficulties of differential diagnosis, but also fuel the conviction that there are common
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structures underlying a range of personality disorders. The purpose of developing Axis 11 in 
DSM was to encourage clinicians to consider the possibility of a personality disorder when 
making a diagnosis. It sought to provide a manageable system by describing a number of 
personality disorders; however, the resulting array of personality disorders included a rather 
incoherent mixture of descriptive, theoretical, aetiological and developmental information 
(Widiger, 1993). Kernberg (1984) argued that the development of a categorical approach, 
with its emphasis upon differentiating personality disorders, at the expense of a dimensional 
one, undermined efforts to consider the relationship between sub-groups, by focusing upon 
their common pathological structures and developmental history. He argued that it was 
political as well as clinical factors that influenced the decision to adopt a categorical 
approach in DSM.
Despite these problems, some consensus about the nature of borderline pathology clearly 
exists, though the similarities are at times obscured by differences in technical language. 
Indeed, the lack of dialogue between different schools of thought gives the impression that 
from time to time the wheel gets re-invented. Linehan's (1993) work on BPD illustrates this 
point. There are many clear parallels between her work and that of the psychoanalysts, 
though they are often unacknowledged; these areas of consensus map out agreed territory, 
and point to a way forward in thinking about, and working with borderline personality 
patients. The four ways in which she distinguishes her work from other cognitive-behaviour 
therapists aligns her more closely with psychoanalytic therapists. Firstly, she talks of 
understanding and radical acceptance' of the patient as she is now, as a prerequisite for 
change; working in the 'here and now' is the hallmark of object relations work, in which 
naming, understanding and containing the patient's pathology is crucial. Analysts (e.g. Bion, 
1962) have long recognised the importance of containment and understanding in therapy, as 
an integral part of the process of change. The emphasis upon communicating understanding 
to the patient is emphasised by Joseph (1989, p, 192), "Our capacity to listen fully and stay 
with our patients must help them to be able to observe, tolerate and understand their own 
habitual ways o f dealing with anxiety and relationships, and this is part o f the process o f 
changing these habitual ways and becoming what we would call psychically 'more healthy'".
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This blend of acceptance as part of change is a key feature of DBT; it also lies at the heart of 
psychoanalysis. Secondly, she insists on working with 'therapy-interfering behaviours'; these 
are the focus of objects relations psychotherapy and are understood largely in terms of 
defensive mechanisms and transference phenomena. The psychoanalytical contributions to 
understanding the ways in which projective identification in borderline patients infiltrates the 
process of therapy has been particularly valuable. Thirdly, she suggests that the patient- 
therapist relationship is important; the relationship between patient and therapist lies at the 
heart of the process of psychoanalytic psychotherapy and has been the subject of extensive 
commentary (e.g. Zetzel, 1970). Fourthly, she emphasises the importance of a dialectical 
approach to BPD, which is similar to the unique status attributed by the analysts to the role of 
splitting, and the consequent lack of integration of internal structures, as a key mechanism in 
borderline pathology. The parallels become all the more remarkable when one looks at the 
clinical descriptions of the problems of the lack of integration provided by Linehan on the 
one hand and the psychoanalysts on the other.
A further area of agreement, although the language differs, is the emphasis that both 
Linehan and the psychoanalysts place upon the characteristically rigid ways of thinking of 
borderline patients. The psychoanalysts provide a developmental account of the movement 
between concrete and symbolic thinking, which facilitates an understanding of why 
borderline patients have difficulty in using symbolisation (Segal, 1957). She stresses that in 
order to move to a position of greater integration, the patient needs to be able to use language 
symbolically (the word symbol comes from the Greek for integration); the use of metaphors 
in interpretation is an important part of this process. Linehan (1993) includes the use of 
metaphors as a key tool in DBT, though she does not refer to the psychoanalytic literature.
The failure of different to schools of thought to understand and more fully draw upon each 
other's ideas is regrettable. A number of researchers anticipate a gradual reconciliation of 
ideas from different traditions, indeed they see evidence of this process beginning with the 
renewed interest in abiding personality characteristics (Millon, 1995; Bateman & Holmes, 
1995; Westen, 1990; Fonagy, 1989). Kernberg (1984) was less optimistic, because the 
opportunity to include elements of a dimensional approach, as well as a categorical one, in
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the later revisions of DSM 111 was lost, and with it the chance to provide a framework for a 
more coherent conceptualisation of borderline disorder.
In considering ways in which a more clearly integrated approach to personality pathology 
could be developed, some key issues require further elaboration. Firstly, greater attention 
should be given to key questions about the relationship between personality and 
psychopathology; psychoanalytic models have attended to this aspect. Secondly, the 
problems of finding appropriate and accepted methods of studying the mind and its 
development need to be resolved. Some reconciliation in this sphere is taking place; for 
example, psychoanalysts are becoming more interested in the research process (Fonagy,
1993) and in developing methods for systematically studying subjective elements of the mind 
(Weston, 1990). Acute observations of infant development (often aided by the use of video 
equipment) have provided corroborative evidence for clinical case studies (Stern, 1984; 
Murray, 1989). Finally, some attempt at developing a unifying framework, in which key 
structures and processes underlying personality disorders, and their relationship to each other 
could be organised, seems important if elements of a categorical and structural approach are 
to be integrated. The emphasis in cognitive psychology on delineating the development of 
pathological cognitive structures in explaining psychopathology (Beck & Freeman, 1990) 
provides a link between cognitive-behaviour therapists and psychoanalysts. Their interests 
converge on their desire to understand the ways in which personality disorder patients 
characteristically think about themselves and their relationships, in particular, their often 
rigid, oscillating, destructive and fearful states of mind. In looking for patterns, 
psychoanalysts have distinguished three main types of personality pathology, all of which 
they regard as falling between psychosis and neurosis; namely; narcissistic, schizoid and 
borderline. They provide a detailed account of the development of these organisations and 
the relationship among them. Although DSM IV draws up 10 personality disorders, they are 
grouped into three main clusters; the odd/eccentric (similar to schizoid type); the 
dramatic/erratic (similar to the borderline type), and the anxious/fearful (some parallels with 
the narcissistic type). These groupings may provide a focus for advocates of different
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approaches to consider underlying dimensions of personality, their relationship to 
psychopathology and the relationship among different personality disorders.
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Appendix 1 DSM-1V Criteria for Borderline Personality Disorder
Borderline personality disorder is a pervasive pattern of instability of interpersonal 
relationships, self-image, affects and control over impulses. It begins in early adulthood and 
is present in a variety of contexts, as indicated by at least five of the following:- 
1. Frantic efforts to avoid real or imagined abandonment (do not include suicidal or self 
mutilating behaviour covered in criterion 5)
2 A pattern of unstable and intense interpersonal relationships characterised by alternating 
between extremes of idealisation and devaluation.
3. Identity disturbance: persistent and markedly disturbed, distorted, or unstable self image 
or sense of self.
4. Impulsiveness in at least two areas that are potentially self-damaging (e.g. spending, sex, 
substance abuse, reckless driving, compulsive eating. Do not include suicide or self- 
mutilating behaviour covered in criterion 5).
5. Recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour.
6. Affective instability due to marked reactivity of mood (e.g. intense episodic dysphoria, 
irritability, or anxiety usually lasting a few hours and only rarely more than a few days).
7. Chronic feelings of emptiness.
8. Inappropriate, intense anger or lack of control of anger (e.g. frequent displays of temper, 
constant anger, recurrent physical fights).
9. Transient, stress-related paranoid ideation or severe dissociative symptoms.
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Appendix 2 DSM-IV Axis 11 Personality Disorders
Paranoid Personality Disorder 
Schizoid Personality Disorder 
Schizotypal Personality Disorder
Antisocial Personality Disorder 
Borderline Personality disorder 
Histrionic Personality disorder 
Narcissistic Personality Disorder
Avoidant Personality Disorder 
Dependent Personality Disorder 
Obsessive-Compulsive Personality Disorder
Eccentric Cluster
Dramatic/Erratic Cluster
Anxious/Fearful Cluster
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Understanding the psychological impact of rape and serious sexual assault 
of men: a review of the literature.
Abstract
Until recently very little attention has been paid to male victims of sexual abuse in childhood 
and male victims of rape and sexual assault in adulthood. Increasingly, researchers and 
clinicians are turning their attention to the particular problems encountered by male victims 
of abuse and sexual assault. Recent changes in British law have acknowledged the existence 
of rape of male victims and highlighted the need to identify the number of male victims of 
sexual assault and plan appropriate clinical services. A review of the literature reveals very 
little British empirical research on the psychological impact of rape upon male victims, 
although the studies that have been carried out provide clear evidence of a wide range of 
psychological consequences, both in the immediate period following the assault and in the 
long-term. Differences and similarities with female victims are discussed. The particular 
problems encountered by male victims mean that they are even less likely than their female 
counterparts to report an assault; when they do seek help the most pervasive themes that 
emerge from the literature concern their problems in reconciling their masculine identity with 
their experience of being a sexual victim. Issues concerning the care of male victims are also 
discussed.
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review of the literature.
Background
Until recently little attention has been given to males as victims of childhood sexual abuse 
(Mendel, 1995; Faller, 1989; Finkelhor & Browne, 1986) or as victims of sexual assault in 
adulthood (Anderson, 1985; Donaldson, 1990). Since the 1970's there has been a growing 
awareness of the problems of sexual abuse of female children and of sexual violence towards 
women. Research and clinical work with child and adult survivors of childhood sexual abuse 
proliferated, but virtually all the writings in this area focused upon female victimisation. In 
the words of Mendel (1995, p. 8), "the perspective o f the helping professions had progressed 
from blind to one-eyed with respect to sexual abuse". Research is as much influenced by 
questions that are not asked as by questions that are asked. Sarrell & Masters (1982) 
critically discussed the failure of health care professionals to consider the possibility that a 
man can be sexually assaulted and the way that this influenced subsequent research.
Male victims of sexual abuse in childhood or sexual assault in adulthood constitute under­
identified populations, which are poorly understood and ill-served by health care 
professionals. The lack of recognition of the size of the problem and the failure to 
comprehend adequately the needs of male survivors of sexual assault reflect, in the words of 
Mendel (1995, p. 1), "a constellation o f societal myths or beliefs regarding what it means to 
be male and by complementary myths or beliefs regarding what it means to be female. " 
Ashworth (1995) argues that our society remains dominated by male views of sexuality, 
where aggressive sexual behaviour in males may be condoned or even praised and where the 
seriousness of sexual assaults is underestimated. The experiences of male victims of sexual 
assault may be antithetical to cultural notions of what it means to be a man (strong, sexually 
assertive and able to defend himself), they may therefore struggle to integrate their 
experiences, falling foul of their private beliefs that they have failed to live up to the 
standards of the 'ideal man'. This may also lead them to fear the condemnation and scorn of 
others.
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The public misconception that "abuse doesn't happen to males" is also likely to influence 
the views of health care professionals. Mendel (1995) argues that this is largely due to a 
schema of sexual abuse that primarily encompasses female victims. Closely allied to this is 
the notion that males are more readily recognised as victimisers rather than victims. In the 
words of Mendel (1995, p.4), "We are primed and ready to recognise male perpetrators but 
turn a blind eye to male victims". These factors have combined to obscure the significance of 
sexual assaults upon male victims, in childhood and adulthood (Myers, 1989).
During the 1990's male victims of childhood sexual abuse (Hunter, 1990; Violate & 
Genius, 1993; Mendel, 1995) and of sexual assault in adulthood (Ashworth, 1995; 
McMullen, 1990) began to receive greater recognition. In addition to this, the publication of 
Welldon's (1988) book prompted a reconsideration of the notion of women as victims and 
provided a framework for thinking about females as perpetrators of abuse. 
Conceptualisations of gender, victim and abuse are now seen to be far more complex than 
previously thought (Seabrook, 1990); however, the extent to which these changes have 
permeated society and brought about more pervasive changes in attitudes and improved care 
for male victims remains questionable. Current evidence suggests that male victims of rape 
and sexual assault still remain poorly understood, find it very difficult to report attacks and 
obtain help (McMullen, 1990; Stanko & Hobdell, 1993). The lack of social awareness of the 
psychological problems facing male victims of sexual assault, the paucity of empirical 
research and the lack of information available to the police and health care workers all serve 
to underscore the need for a review of the published literature in this field.
Male rape, sexual assault and the law
The Criminal Justice and Public Order Act (1994) brought about significant changes in the 
law and for the first time allowed recognition of male rape within the legal system, Prior to 
this time rape was construed only in terms of male rape of female victims by the forcible 
insertion of an erect penis into the vagina of a non-consenting female (Sexual Offences Acts, 
1956; 1967). This definition excluded not only male victims, but also other violent sexual 
offences of penetration, by objects or parts of the body other than the penis. Other acts of 
sexual violence fell under the broad term of indecent assault, which was treated as a less
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serious crime, as reflected in both attitudes and sentencing policy (Temkin, 1987). The 
maximum sentence for rape was life imprisonment and for indecent assault was ten years in 
prison. Buggery was treated as a separate crime in both the Sexual Offences Acts of 1956 
and 1967. Prior to the 1994 Act, there were marked discrepancies in the legal treatment of 
female and male rape victims, not simply in terms of attitudes but also in terms of sentencing 
policies. McMullen (1990) argued forcefully against this position. His work confirmed the 
view that non-consensual buggery is of comparable gravity to rape and is associated with 
similar levels of distress and disturbance.
The Criminal Justice and Offences Act (1994) defines it as offence for a man to rape a 
woman or a man. A man commits rape if he has sexual intercourse, vaginal or anal, with a 
person who, at the time of the intercourse, does not consent to it. These revised definitions in 
the law seek to be gender neutral, making it possible for victims of rape to be either male or 
female. However, the law on rape remains restricted by the term sexual intercourse; other 
violent sexual acts, such as forced oral sex, penetration by hand or other objects and non- 
consensual masturbation are excluded. There have been a number of important repercussions 
following these changes in the law. The legal recognition of male rape and the raising of its 
status in terms of sentencing policy have led to increased research interest and greater 
understanding of the traumatic impact of sexual assault on male victims (Rogers, 1995). The 
law now provides a clear, if rather restricted, definition of male rape, which will facilitate the 
gathering of statistics and provide an increased focus for the improved care of male victims.
However, the current legal distinction between rape and other sexual assaults may obscure 
similarities in terms of their impact. Clinical work reveals that sexual assaults, which do not 
meet the legal definition of male rape, may have similar repercussions in terms of the levels 
of distress and disturbance caused and therefore should be included in discussions of male 
rape (Temkin, 1987; Burt & Katz, 1987; Rogers, 1995). Clinical, as opposed to legal 
definitions of male rape, tend to be more inclusive, because they emphasise the overlap 
between sexual assaults (which may involve penetration, using objects or parts of the body 
other than the penis) and rape. Temkm (1987) argues that excluding victims of sexual assault 
from clinical work and research on rape reinforces the view that these offences are less
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traumatic for the victim. Research on the impact of sexual abuse and assault indicates that 
penetration of the body is more traumatic than acts which are non-penetrative (Courtois, 
1988; Wyatt & Mickey, 1987; Briere, 1992). However, these findings do not discriminate 
between penetration by an erect penis and other parts of the body or objects; they do, 
however, confirm the view that the literature on rape should encompass a wider range of 
assaults than those contained in the 1994 revisions to the law. The literature does not provide 
a clear definition of sexual assault; it includes a variety of different acts, such as non- 
consensual masturbation, which are disturbing and distressing for the victim.
The size of the problem
It is impossible to accurately assess the incidence of sexual assaults and rape of men.
Male rape has only been recognised in the eyes of the law since 1994 and so official statistics 
prior to this time are not available. Related statistics, on the offences of buggery and 
indecent assault, represent an underestimation of the problem. Sexual offences generally are 
on the increase. Between 1984-1994, there was a 4.5% increase in sexual offences; and an 
increase in 1994 of 2% to 32,000 (Criminal Statistics, 1994). It is difficult to establish the 
extent to which this reflects an increase in incidence or in reporting. The number of offences 
classified as buggery in 1994 was 1258; however, these figures do not distinguish between 
male and female victims. American statistics suggest that up to 10% of victims of rape that 
receive treatment are males (Kaufman et al., 1980). Some indication of the size of the 
problem in Britain is provided by the charity 'Survivors', which was established ten years ago 
to work with the male victims of sexual assault. Survivors' runs a helpline, which operates 
two evenings a week, and also provides counselling and support groups. The total number of 
calls received in the years 1991-3 were 800, 290 and 319 respectively. The helpline was 
open three nights a week in 1991, which accounts for the larger number of calls received 
during that year, providing evidence of a high demand not met by current services. The 
number of clients who received counselling were 69, 70 and 62 respectively. In 1991 (no 
details available for other years) a total of 60 groups were held. These figures give some 
indication of the size of the problem in London.
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Clinicians and researchers in the field of male rape suggest that men find it even more 
difficult than females to report rape and sexual assault (Kaufman et al., 1980; Groth & 
Burgess, 1980; McMullen, 1990; Stanko & Hobdell, 1993). There are many reasons why the 
disclosure of male rape is particularly difficult. Researchers have discussed the problems in 
terms of four main issues; social beliefs that men are expected to be able to defend 
themselves against assault (McMullen, 1990; Ashworth, 1995); the victim's fear that his 
sexual orientation may come under critical scrutiny; reporting male sexual assault is itself 
distressing (Groth & Burgess, 1990); and lastly, the male ethic, which emphasises self- 
reliance among men (Mendel, 1995; Stanko & Hobdell, 1993). Despite the problems in 
assessing the number of male victims of sexual assault or rape, there is enough indication, 
from a variety of sources, that sexual attacks upon male victims is a serious problem, which 
demands better understanding and improved care facilities.
The impact of rape and sexual assault on male victims.
A number of authors have commented upon the limited literature on the impact on men of 
sexual assault or rape (Rogers, 1995; Ruckle, 1995; Mezey & King, 1987; Groth & Burgess, 
1980; Kaufman et al., 1980). A literature search, using the key words, 'psychological impact 
male rape', 'male victims sexual assault' was conducted, using the computer systems of 
'Libertas' (Kings College, London and the Institute of Psychiatry, London), the 'Cumulative 
Index to Nursing and Allied Health Literature' and the computerised CD ROM databases at 
Kings College and St. George's Hospital. There was no restriction on the year of publication. 
Other sources of information were obtained via the computer INTERNET system, the 
voluntary organisation, 'Survivors', and a annotated reading list from Cambridge University 
Criminology Department. This search revealed only four empirical studies on the 
psychological impact of sexual assault/rape on men (Huckle, 1995; Mezey & King, 1989; 
Groth & Burgess, 1980; Goyer & Eddleman, 1984), although a number of rigorous reviews 
and clinical accounts by experts in the field (for example, Myers, 1989; McMullen, 1990; 
Donaldson, 1990; Ledray & Arndt, 1994; Laurent, 1993) also provided invaluable 
information. The literature considers both the immediate and long-term sequelae of sexual
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assault and rape upon men, and discusses these in terms of emotional, behavioural and 
somatic consequences.
There are a number of important differences when considering the impact of rape on men 
and women; however, it is also important to acknowledge the many parallels between male 
and female victims of rape and serious sexual assault. The principal emotions at the time of 
the of the assault for both sexes relate to the fear of the threats to life (Huckle, 1995; Mezey 
& King, 1989); they include shock, terror, fear, humiliation, anger and a sense of unreality 
and disbelief (Kaufman et al., 1980; Mezey & King, 1989). These responses are documented 
in the literature on female rape (Burgess & Holmstrom, 1974). The descriptions of rape 
trauma syndrome, a term first coined by Burgess & Holmstrom (1974) based on their work 
with women, are very similar to the descriptions of the immediate emotional consequences of 
sexual assault upon male victims. These include; phobic anxiety, depression, irritability, 
somatic complaints, insomnia and behavioural changes. At the time of serious sexual assault, 
men are likely to react, like women, with frozen helplessness and submission. This response 
is seen as a primitive reflex in the face of life threatening events aimed at self-preservation 
(Mezey & King, 1987), although for men, it is associated with greater shame, guilt and 
humiliation, because of their expectation that they should be able to defend themselves by 
force of their strength.
Research also reveals similarities to victims of a wide range of shocking and life- 
threatening situations with the development of the syndrome of post traumatic stress disorder 
(PTSD) (Huckle, 1995). In his study of 22 male victims of sexual assault, nine subjects met 
the diagnostic criteria of PTSD (DSM-111-R, 1987). The symptoms include; mood changes, 
irritability, depression, anger, difficulty in sleeping, flashbacks of the traumatic events, low 
self esteem and anxiety. The somatic complaints, reported by many male victims of sexual 
assaults, bear a striking resemblance to the symptoms of PTSD, and include; insomnia, 
recurrent nightmares of the incident and bad dreams (Goyer & Eddleman, 1984), decreased 
appetite and weight loss (Huckle, 1995; Mezey & King, 1989), and digestion difficulties, 
including nausea and vomiting (Huckle, 1995; Mezey & King, 1989), constipation and 
abdominal pain (Goyer & Eddleman, 1984; Mezey & King, 1989).
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The differences in the impact on men and women of rape and serious sexual assault relate 
to the circumstances, nature and the meaning of the assault. Men are more likely to be 
victims of greater physical trauma, multiple assaults and assailants, to be held longer in 
captivity, to be attacked by strangers (Groth & Burgess, 1980) and to be involved in assaults 
where perpetrators use and display weapons (Donaldson, 1990). However, these conclusions 
are drawn from men who report serious sexual assaults and therefore may represent the most 
violent end of the spectrum of assaults on men.
In terms of the meaning of the assault, the contradictions inherent in understanding the 
relationship between stereotypic notions of masculinity and victimisation play an important 
role, though traditionally they have received little critical appraisal in the literature. Emphasis 
in the psychological literature on sexual crimes is on men as perpetrators of assault, with 
little attention to men as victims. Stanko & Hobdell's (1993) study of male victims of 
physical assault stresses the importance of recognising the ways in which male victims 
believe their masculinity has been undermined in their own eyes and in the eyes of others, 
making it difficult to acknowledge and report the crime. Their assault was understood in a 
male frame of reference, which emphasised the helplessness and weakness of the victim, 
rather than the violence of the offender. Initial shock and intense embarrassment also militate 
against the reporting of sexual crimes against men (McMullen, 1990). Many male victims 
blame themselves and experience much guilt, especially when their sexual responses during 
the rape/assault cause them confusion. McMullen's research revealed that victims of male 
rape may be distressed and confused because they became aroused during the assault. They 
may believe that they gave consent, simply because they became sexually aroused, had an 
erection or even ejaculated during the assault. It is very important to distinguish between 
consent and arousal; a victim of sexual assault, who withholds consent, may become aroused, 
even though experiencing anxiety, terror and rage (Kinsey et al., 1948, cited in McMullen, 
1990). Groth & Burgess' (1990) research demonstrates that getting the victim to ejaculate is a 
major strategy, which symbolises the extent of the offender's sexual control over the victim.
Male coping strategies are also seen to differ from their female counterparts. Kaufman et 
al.'s (1980) study found that during the acute phase, the majority of female victims responded
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with an expressive emotional style, characterized by crying, sobbing and restlessness, 
whereas the majority of men (79%) responded in a controlled way, characterised by a calm, 
composed and subdued demeanour. The male coping strategy, associated with denial and 
control (Rogers, 1995), renders men more prone to later psychiatric problems (Mezey & 
King, 1987), since it makes help seeking less likely and undermines the task of integrating 
the assault into general life experience. Men also associate much greater shame with the 
common coping response of 'frozen helplessness' in the face of life threatening assaults 
(Mezey & King, 1987).
A number of consistent themes emerge from the empirical studies on the long-term impact 
of sexual assault on male victims. These include; a continuing sense of humiliation and 
embarrassment about the assault (Huckle, 1995), reinforcing the view that the conflict 
between the masculine ideal and being a victim remains hard to resolve. All the studies report 
long-term mood changes, which include increased irritability, heightened anger and hostility 
(Mezey & King, 1989; Huckle, 1995; Goyer & Eddleman, 1984). In the Goyer & Eddelman 
study (op.cit.), which was based upon a sample of 13 male victims of rape among military 
personnel in the USA, the intensity of the feelings of hostility was often so great that the 
victims reported fantasies of revenge and homicidal ideation. Many of the studies (Huckle, 
1995; Mezey & King, 1989; Goyer & Eddleman, 1984) also reported high levels of 
depression among the long-term consequences, which in a few cases reached suicidal 
proportions (Goyer & Eddleman, 1984). Many of the victims became more fearful and 
experienced heightened levels of anxiety, including both free-floating anxiety and rape- 
related phobic anxiety (Mezey & King, 1989; Huckle, 1995; Goyer & Eddleman, 1984), In 
Mezey & King's (1989) study, subjects reported an increased sense of vulnerability, lowered 
self-esteem, poor self-image and emotional distancing.
Most of the behavioural changes reported in the studies relate to the development of sexual 
dysfunctions and sexual conflicts, clearly linked to the nature of the assault. The sexual 
dysfunctions take many forms; including prolonged periods of sexual inactivity, sexual 
promiscuity, decreased libido, decreased enjoyment of sex with women, difficulty in 
touching or embracing heterosexual partner and concerns about masculine identity (Huckle,
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1995; Mezey & King, 1989; Goyer & Eddleman, 1984; Groth & Burgess, 1980). Particularly 
disturbing and confusing for male victims are the attempts, sometimes successful, by 
offenders to get victims to ejaculate, through masturbation. Men who report having 
ejaculated during their assault express profound disgust and confusion at responding this way 
(Huckle, 1995; Mezey & King, 1989; Groth & Burgess, 1980). The number of victims who 
report this vary from study to study; in Huckle’s study, this was relevant in five of the 22 
cases, and in half of the 22 cases reported in the Groth & Burgess study. These subjects 
report sexual confusion, conflict about their sexual identity and orientation and an increased 
range of problems in their sexual relationships. Social and interpersonal problems have also 
been linked to sexual assault of men. There is evidence of increased difficulty in close, 
trusting relationships (Mezey & King, 1989), in dealing with many social situations (Groth & 
Burgess, 1980), in feeling comfortable in the company of groups of men (Goyer & 
Eddleman, 1984) and coping with the demands of home life (Kaufman et al., 1980).
Treating male victims of sexual assault and rape.
Male victims of rape and serious sexual assault remain poorly understood and ill-catered 
for. Many male victims of sexual assault do not seek counselling or psychotherapy, or only 
do so a long time after the event, despite the fact that most men benefit from counselling 
(King, 1995). The under-reporting and late reporting by men of sexual assault are well- 
documented (Holmes, 1989; Mezey & King, 1987) and pose problems for health care 
professionals seeking to help them. During the long gap between the assault and disclosure, 
the psychological problems associated with the assault have often been confounded 
(Seabrook, 1990).
Male victims of sexual assaults may present with secondary physical and emotional 
complaints, without referring to the assault (Kaufman et al., 1980; McMullen, 1990). They 
may be in a state of shock, or hesitant or have difficulty in describing the events. King (1990) 
suggests that health care professionals dealing with men who present in hospitals or to their 
general practitioner with genital and perineal injuries should be alert to the possibility of 
sexual assault, and question the men sensitively about this. The anal trauma that occurs in 
some victims of male sexual assault may make the transmission of HIV more likely (Hillman
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et al., 1990), and therefore it may be necessary to consider the possibility of HIV testing and 
counselling (Murphy et al., 1989); however, because this possibility is remote, King (1995) 
argues that discussion about the possibility of HIV testing should be left to a later time, 
certainly after the initial distress during the immediate aftermath of the assault. Much of the 
immediate care of victims takes place in Accident and Emergency Departments, and it is 
during this time that health care professionals have an opportunity to provide not only good 
physical and psychological care, but also suggest recourse to counselling, specialist services 
or self-help groups. Doctors and nurses dealing with the physical trauma of sexual assault 
should be aware of the high risk of later psychiatric symptoms and consider referral for 
counselling as a matter of course (Holmes, 1989; Mezey & King, 1987). Evidence suggests 
that male victims of sexual assault are more likely than their female counterparts to suffer 
long-term psychiatric symptoms (King, 1990).
The organization, 'Survivors', based in London, represents the only specialist service, 
providing follow-up care and counselling for male victims of sexual assault (Huckle, 1995), 
although some hospitals provide in-house training on providing care for male and female 
victims of sexual assault (Laurent, 1993). Therapy for survivors of sexual assault is usually 
one-to-one and takes the form of either cognitive-behavioural (beneficial in cases of PTSD) 
and psychodynamic psychotherapy (Huckle, 1995; King, 1995). Some services also provide 
group therapy ('Survivors'). There have, however, been no evaluation studies comparing the 
efficacy of different forms of therapy with male victims of rape (King, 1995).
Despite the lack of evaluation studies, clinicians working with male victims have elaborated 
a number of principles of care, which are closely aligned to the principles of counselling 
(Ledray, 1990; MacFarlane & Hawley, 1993). These include; respect, empathy, recognition 
that the events occurred and acceptance of the victim, assuming a non-judgmental attitude 
and providing support. Particularly relevant to male victims is the recognition of the assault, 
including its often highly distressing nature, because may men fear they will not be believed. 
Other important aspects include; the provision of practical assistance, without judging or 
undermining the victim's sense of masculinity, and recognition that avoidance, humour and 
minimising are often useful ways of dealing with violence against men (Stanko & Hobdell,
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1993). King (1995) emphasizes that because men believe that they should be able to defend 
themselves against assault, when they are unable to do so they are overwhelmed with 
feelings of guilt and self-blame. It is important, therefore, to stress that there is no inherent 
inconsistency between being a man and being a victim of assault.
Mendel (1995) has developed a number of principles from his work with men who were 
victims of childhood sexual abuse. He argues for the importance of helping men integrate 
their sense of masculinity with their experiences of being the victim of sexual abuse. This 
approach emphasises the need to understand that submission to sexual violence may be a life 
saving, biologically determined response in the face of threat and that it co-exists with 
masculinity. Mendel (1995) and Stanko & Hobdell (1993) stress the importance of 
understanding the pervasiveness of social images of masculinity and the masculine ideal and 
the way that these interact with the private meanings of assault on men in the minds of 
victims. Mendel (1995) emphasises, too, the importance for male victims of accepting and 
integrating their feelings of helplessness, sadness, pain and vulnerability. Clinicians have 
highlighted the problems that some men have in regard to their sexual identity and 
orientation following a sexual assault or rape (Mendel, 1995; Mezey & King, 1989; Huckle, 
1995). In treating the male victim of sexual assault, these concerns should be addressed, with 
special attention paid to helping him understand the survival functions of submission and 
enabling him to break down the link between arousal and consent.
Some researchers have suggested that the sex of the therapist is important to male victims 
of sexual assault (Ledray & Arndt, 1994; Myers, 1989). Myers (1989) argues that male 
victims anticipate greater understanding and empathy from female therapists, presumably 
because they are less likely to view the world through a masculine frame of reference, which 
emphasises that men should be strong and able to ward off assaults. Ledray & Arndt (1994) 
suggest that men, like their female counterparts, often experience the same generalised fear 
and mistrust of men and thus feel more comfortable being seen by a female. Furthermore, for 
heterosexual victims, it is thought that a female therapist, through the male-female 
relationship, reinforces and confirms heterosexual feelings. Myers (1989) goes further and 
speculates that homosexual victims also prefer female therapists, because they anticipate
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greater acceptance of their sexuality from them and fear less the danger of eroticized 
transference and loss of control in therapy. These views have not gone unchallenged. King 
(1995) argues that there is no evidence to support the view that the sex of the therapist 
influences the outcome of therapy. It may be important to use the therapeutic relationship to 
help male victims of sexual assault feel safe once again with men; safe from anxieties of 
further assault and from the feared contempt of men associated with the stigma of sexual 
assault. A male therapist may be crucial in this endeavour.
Concluding comments
Current British legislation now acknowledges the existence of male rape, which will 
facilitate in future the gathering of statistics and hopefully raise public awareness of this 
issue. However, at present, there are very limited statistics on the incidence of male rape and 
sexual assault, as well as a paucity of empirical research on their consequences. The lack of 
general dissemination of information about this client group means that many health care 
professionals remain ill-informed and expertise remains highly localised. Ignorance also 
provides fertile ground for the perpetuation of myths surrounding male victims of rape. 
Recently, there is evidence of a growing interest in these issues and a desire to challenge 
some of the stereotypic beliefs, which underpin assumptions about male victims of sexual 
crimes (King, 1990; McMullen, 1990; Huckle, 1995). For example, despite the commonly 
held view that male rape is perpetrated by homosexual men on heterosexual men and boys 
(Mezey & King, 1987), statistics reveal that male rape is more commonly committed by 
heterosexual men (McMullen, 1990; Groth & Burgess, 1980); the sexual orientation of male 
victims of assault is evenly distributed. There is also the beginnings of the development of 
specialist services, in the voluntary sector (’Survivors') and in the NHS (Huckle, 1995; 
Laurent, 1993).
The extent to which the literature on female rape can be applied to male rape remains 
controversial. King (1990) argues that forced penetrative sexual assaults on men have much 
in common with rape of women, in terms of circumstances and reactions. Rape trauma 
syndrome (Burgess & Holmstrom, 1974), first described with female victims, is seen also in 
male victims (King, 1990). Despite these similarities, the complex inter-relationship between
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social and personal meanings of gender, victim and sexual assault suggest that there are also 
important differences, when seeking to understand the impact of sexual assault on men. 
Research in this area emphasises the pervasiveness of stereotypic notions of masculinity, in 
terms of the expectation that men should be powerful and able to defend themselves. These 
expectations are evident in the minds of the male victims and are also assumed to influence 
perceptions of them by officials, such as the police and health care professionals, as well as 
by family and friends (Mezey & King, 1987; 1989; Huckle, 1995). Seabrook (1990) argues 
that public meanings of victim are also pervaded by assumptions about gender. He suggests 
that society understands victims largely in terms of females and children, and perpetrators of 
abuse and assault largely in terms of males; it is as though there is a basic contradiction in the 
notion of the male victim. The social and personal meanings of masculinity and victim are 
thought to reduce the likelihood that a man will report a sexual assault, reduce his 
expectations of being understood and receiving sympathetic help, as well as influence the 
impact of the assault (Mezey & King, 1987; 1989; Kaufman et al., 1980; Holmes, 1989). The 
contradictions inherent in the masculine ideal and being a victim lead to intense feelings of 
embarrassment, shame and fears among men of having their sexuality questioned, being 
labelled homosexual or experiencing the assumed homophobic attitudes of the police (Goyer 
& Eddleman, 1984; Huckle, 1995; Mezey & King, 1989). One common thread running 
through the literature on male rape concerns the impact of the assault on the man's sense of 
his masculinity and consequent confusion over his sexuality and sexual role (King, 1995).
The lack of understanding among many health care professionals, including clinical 
psychologists, doctors, psychiatrists and mental health nurses, as well as among police 
officers, may serve to perpetuate the myths that surround men as victims of sexual crimes. It 
may also reinforce the fears that victims anticipate of stigmatization, erroneous assumptions 
about their sexual orientation and a masculine-dominated view of the weakness, helplessness 
and perversion of victims. Increased understanding of these issues, through improved clinical 
education, the dissemination of information to schools, general practitioners, hospitals and 
the police, is likely to undermine the pervasiveness of stereotypic imagery of masculinity and 
victim and encourage more male victims to seek help. The publication of articles in
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magazines and journals, reaching a wide audience is also likely to play a crucial role in 
raising public awareness of these issues. The limited research evidence available suggests 
that counselling is highly effective with this group (King, 1990) and that expert nursing care 
can reduce the emotional trauma following sexual assault on males and promote recovery 
(MacFarlane & Hawley, 1993). The development of highly accessible services for male 
victims of rape and sexual assault is likely to reduce the problems of under-reporting and the 
long-term pathological consequences, associated with failure to receive psychological help or 
counselling at the time of the assault.
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Section Three: Clinical Review
Creating a safe place for thinking: Understanding developments in a voung 
narcissistic woman.
Abstract
The aim of this paper is to demonstrate the development of my psychoanalytic understanding 
and skills working over a two year period with a young woman, suffering from a narcissistic 
personality disorder. It moves through four phases of therapy. In the first phase of 
psychotherapy the focus of the work was upon communicating to the patient my 
understanding of the difficulties that she was facing. In the second phase of therapy the 
patient began to be able to reflect increasingly upon her own mind, which enabled the 
therapist to tackle more directly and extensively the narcissistic structures. The work in this 
phase was facilitated by the patient's use of the language of dance, which provided images to 
think about her conflicting states of mind, her predicament and her feelings towards her 
therapist. The work was punctuated in the middle phase by a major set-back in her life -the 
break-up of her relationship. In the face of this she experienced a regression, which was 
characterised by her frantic efforts to deal with what felt not like a loss, but rather like a 
chaotic mess. However, in facing the breakdown of her relationship and the loss this entailed, 
she began to develop the capacity to face depressive anxieties. In the final stage of therapy 
she became able to integrate different facets of herself, and tolerate feelings of separation and 
loss; this was facilitated by her growing ability to use metaphors derived from her study of 
poetry and literature. In this phase she became more creative and capable in her everyday 
life. She was able to travel and live independently, both at home and abroad.
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Creating a safe place for thinking: understanding developments in a voung narcissistic
woman
Introduction
This paper is an account of the first two years of therapy with a twenty eight year old woman, 
Ms B, In it I hope to describe the interlocking of her narcissistic and obsessional defences 
into a complex pathological organisation and her struggles to free herself from the constraints 
of this defensive edifice or 'psychic retreat' (Steiner, 1987). It was the deadening effects of 
this organisation that brought her to therapy. The defensive structure gave her the illusion of 
stability and integration, but resulted in a limited emotional existence and impoverished 
relationships. Over a number of years she had become aware of a form of depersonalised 
depression, which was marked by boredom, lack of identity and interest and a feeling of 
uselessness. I will describe the course of two years of therapy, emphasising the gradual shifts 
that enabled her to relinquish the shelter of the pathological organisation, achieve more real 
contact with her objects and find healthier solutions to the 'claustro-agoraphobic dilemma' 
(Key, 1979), in which she found herself trapped. These shifts were made possible by her 
growing experience of me as someone who understood her and could contain her terrible 
anxieties, and her increased capacity for thinking. I have been influenced by Bion's (1962a) 
work on thinking, especially his emphasis upon thinking as an emotional experience of 
knowing oneself or another person. She discovered she could develop her own language for 
thinking, which drew initially upon familiar dance images and later upon metaphors derived 
from her studies of literature and poetry. Freed from the constraints of body images, the 
literary metaphors gave her greater scope for symbolic thought and working through.
Personal and family history
Ms B is the youngest of four children; she has three older brothers and they are close in age 
(only 6 years separate them). Her father is of Spanish descent; her mother is English, though 
a fluent Spanish speaker, and an accomplished flamenco guitar player. Although the only 
daughter in the family, Ms B described receiving little attention from her parents other than 
cursory admiration like, "isn't she cute". Ms B has powerful memories of a constant struggle 
to be seen and heard in the midst of loud and strong brothers. Sometimes she simply wept
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with the frustration of it all and ran to her bedroom, as she did one Christmas. Other times, in 
her fury and rage, she violently attacked her brothers, but to little effect because of their 
greater size and strength. Despite this, a close and warm relationship between my patient and 
her two younger brothers developed, and was an important source of support to her.
Her parents spent little time with the children. They worked during the day and developed 
their main interest in music in the evenings. As a consequence, the children were left to fend 
for themselves much of the time. The parents left food for them when they went out, and my 
patient remembered having to fight for this to get enough, and then eating greedily, when 
competing with three big, hungry brothers. The children received little encouragement in 
their school work from their parents; consequently, they all left school at an early age, with 
minimal qualifications. Despite early academic failure, Ms B and two of her brothers were 
later to enjoy a high degree of academic success at University, as mature students.
During her childhood, Ms B struggled to develop a clear identity, especially a sense of 
being female. She remembered feeling isolated and lonely, and behaved in strange ways to 
get attention. For example, when she was 8 years old she talked for some time like a baby to 
her mother (in a desperate attempt to make contact with her). She remembered feeling so 
anxious in junior school assembly, that she had to sit in a separate classroom with a teacher. 
Between the ages of eleven and twelve she pretended to be a horse, trotting and neighing. At 
secondary school, she remembered scratching her face with a compass when distressed.
Following the break-up of her parent's marriage, when she was 15, she experienced much 
chaos in her family life and in her relationships. During that time she had an abortion, her 
eldest brother made sexual advances to her, and her boyfriend punched her, stole all her 
money, and left her. Slowly, she brought some order to her life -she trained to be a dancer, 
and gained a place at University. She started therapy and University at the same time. When 
she began therapy she had been living with her boyfriend for one year.
The Referral and Initial Interview
Following three initial interviews at an NHS clinic, Ms B referred herself to the Oganisation 
that passed the referral on to me. She had been advised to do so by the NHS assessor because 
of the extensive length of waiting list there. She found those assessment interviews extremely
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painful, especially the long silences, but was relieved to have her problems taken seriously. 
She provided a graphic description of her feelings in her assessment form as part of her self­
referral. Her handwriting was quite childish and the writing was full of spelling mistakes, 
but, nonetheless, she communicated her state of mind with clarity. She portrayed a realistic 
and hopeful picture of psychotherapy:
7  would like to eventually to understand and get to know myself a little better... I  imagine 
this would be done by talking about everyday occurrances... I  realise this would take a long 
time and alot o f hard work. "
She arrived a few minutes late for her initial interview, having gone to the wrong address, 
and began the session by going over her mistake and apologising for being late. The urgency 
of her need to be accepted, to create a good impression and to get things right were apparent 
from our first moments together. She is petite and attractive, with very long hair, and gave 
the impression of being rather younger than her age of twenty eight. She spoke throughout 
our first meeting, hardly pausing at all. It was as though she was afraid of silences, and 
needed to fill them to ward off these fears. I was aware from the beginning that this could 
threaten real contact between us. She told me about her University course, her family and her 
current relationship. For the first half of the session she seemed to be putting a bright gloss 
on her life, portraying it as positively as possible. After I had commented upon this, she 
slipped into a much more disturbed and miserable description, as though she felt ordered to 
do so. She responded like a dutiful daughter, giving the therapist what she thought was 
required. This highlighted some of the problems that I was to encounter in the course of 
therapy during the next two years. It was both a defence against her fears and rage about 
getting things wrong and also an indication of her longing to make things work. The material 
that she brought to our first meeting threw light on the nature of her claustro-agoraphobic 
anxieties, for example:
"Last summer I  went away with my then boyfriend for a week's holiday to Brighton. I  was 
really looking forward to it but then it was a disaster. I  couldn't stand not having anything to 
do all day. I  need to be busy all the time. I  don't normally take holidays. I  felt so empty, like 
there was a gap inside me. I  fe lt hollow and empty and then /  started picking on my 
boyfriend and having rows and blaming him.. I  don't know who I  am".
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She communicated to me that she has the illusion of being someone only when she does 
something; and with this she was describing a terrible loss or lack of identity. Silences in 
therapy threatened this illusion. She was also anxious about what would have to be faced in
the course of therapy with me; the following dream threw light upon this:
I  dreamt about my older brother, the one who abused me, he was coming down the stairs 
and there was doubt in my mind about whether the abuse happened. Then he was there 
looking at me, in the same way, and I  knew that it was all real, it had happened. It was awful.
She also described an episode which had occurred when she was fifteen. She became 
pregnant and had an abortion, and turned to her mother for comfort and understanding. 
However, her mother seemed unable to listen and comfort; instead she simply offered 
practical help. I suggested that she feared that I might be like a practical mother, who was 
good at sorting out the arrangements (of therapy), but not really what she needed, somebody 
who could understand and stay with her terrible feelings of misery, rage and anxiety. Her 
acknowledgement of this was an important moment of contact between us.
Towards the end of our first meeting, when I suggested that she might find it easier to talk 
lying on the couch during therapy, she asked if it could be right that she would face the door 
and not me. I suggested that she was voicing her fears that not only would she not see me, 
but importantly that I  would not really see her. My counter-transference involved my 
experience of wanting to get it right for my patient, a mirror version of the urgency of her 
feelings. It also reflected my anxieties about failing her and not getting it right in my training. 
Therapy Phase 1: Feeling Understood
Ms B demonstrated her commitment to therapy from the beginning; she rarely missed 
sessions and arrived punctually. In the early months she filled the sessions with torrents of 
complaints about failures of others in regard to her. Her compulsive need to fill the silences 
with a deluge of words gave me little space to comment. She focused most of her complaints 
on her boyfriend; his inability to hold her, cuddle her, make love with her, and demonstrate 
his affection physically. Through these descriptions she revealed her demanding, rigid and 
narcissistic characteristics. There was little sense of mutuality or recognition of her objects as 
separate. She felt starved of attention and unsatisfied, and looked to others to fill the yawning 
gaps she felt inside her. I pointed out that therapy must leave her with an empty feeling, if
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she conceived of contact between people in physical terms. She was moved by this 
interpretation and sobbed in acknowledgement.
Following this comment she began talking more of her sense of emptiness and her longing 
for others to fill this gap'. Sometimes she talked of her neediness, but other times it became 
more concrete and she talked of her greediness, and her fear that she could never be satisfied. 
For example, she reported a dream in which she was eating food greedily, like an starving 
animal, watched by her boyfriend, who looked on in disgust. I suggested that she was afraid 
that I would be disgusted by her hunger and neediness. In her acknowledgement of this she 
said that she was afraid that I could not bear her going round in greedy circles of complaints.
She described in great detail an episode when her boyfriend returned home and seemed not
only unaware of her needs, but even of her presence. She was disturbed and infuriated by
this. She revealed in this description a variety of states of mind; a monstrously furious state,
a confused and disturbed state and a rigid and controlling state. I interpreted to her that what
she needed from me was to be seen and heard. I experienced powerfully, through her
projections, the urgency of her need 'to be understood" by me rather than 'to understand"
(Steiner, 1993). She communicated this to me not only in words, but through the
transference, which was loaded with anxiety. I understood that underneath the complaints lay
a primitive terror, that was linked to the paranoid-schizoid fears of chaos and not existing as
a whole person. In his discussion of the distinction between being understood and
understanding, Steiner (1993) emphasises that the therapist's ability to communicate to the
patient that she is understood, is a key element in the process of containment. He suggests; 
"The transference is often loaded with anxiety which the patient is unable to contend with but 
which has to be contained in the analytic situation... Experience suggests that such 
containment is weakened if  the analyst perseveres in interrupting or explaining to the patient 
what he is thinking, feeling or doing". He continued, "Successful containment is associated 
with being understood rather than acquiring understanding. " (page 132)
The burden of her anxiety was experienced by me in my counter-transference feelings. I
found I was experiencing a myriad of emotions; sometimes simply a great anxiety that I
would not be 'goodenough' to contain her distress, whilst remaining thoughtful; other times a
nurturing and maternal feeling, when I wanted to protect her. Other times I was frustrated by
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the constraints of what felt like a trap, which was the cage of her defensive structure. During 
this time supervision was particularly helpful, not simply in helping me understand the 
processes, but in helping me contain such high levels of anxiety.
I began to understand better the structures of her mind, which had many of the features 
described in the literature on borderline pathological organisations (Rey, 1979; 
O'Shaughnessy, 1981). Her defences were highly organised, like an edifice that was hard to 
penetrate. The main character of the edifice was narcissistic, though the defences most 
apparent were obsessional. She sought control to defend against the chaos and emptiness that 
lay underneath. It was as though she lived in a fortress that was located in a very barren, 
desolate and dangerous landscape. At this time, the purpose of therapy for my patient was not 
to understand this, but by being understood, gain a better sense of psychic equilibrium.
Shifts in therapy that are obvious are the culmination of minor shifts within sessions that 
seem less remarkable. The first clear shift occurred when I pointed out to her how difficult it 
was to see a situation from someone else's point o f view, for example that her boyfriend 
might also feel desperate about their situation. This intervention began a process of change 
and was in Strachey s (1934) terms, a mutative interpretation. Initially, she responded angrily 
to it, not directly, but in the flood of material that followed, about awful women around who 
didn't understand her and were taskmasters, unhelpful and impossible to please, It was as 
though I had betrayed her; I was either with her or against her, and any interpretation that 
could be construed as allying myself with the other person, meant I was against her. When I 
put this to her she acknowledged that this had been her experience of my comment. She 
reported a dream in which there were two beds and her mother, her boyfriend and herself, 
and she was shocked when her mother got into bed with her boyfriend. It was as though, in 
pointing out her boyfriend's point of view, I was getting into bed with him and leaving her 
excluded. In the following sessions, she became concerned with her boyfriend's point of 
view. In one dream she was in the garden of a house and she looked up at a window and she 
saw him with tears pouring down his face. In one telling moment, she asked me directly to 
help her understand other people's point of view better because, although this was difficult
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for her, it was the only way forward. This represented a shift away from 'being understood" 
to 'understanding'.
With this shift came greater pressure to look at herself more honestly and she began to 
voice her anxieties about what therapy might reveal. In one session she talked about her 
anxieties about coping with a new subject at University, especially when it became difficult. 
I suggested that she was telling me about her fears of how she would cope as therapy 
continued. In confirming this she told me that at times she couldn't imagine what it would 
get like and how hard it could become. In thinking about it she got headaches or had 
difficulty in sleeping. She then linked this to a dream, in which the phone was ringing but 
she refused to pick it up because she knew that it was bad news. Her association to this 
dream was that she was afraid of discovering something really awful about herself as therapy 
proceeded. Like the ostrich who wants to keep his head in the sand she did not want to heed 
the voice of her unconscious.
With this shift began the breaking down of the defensive edifice, which was heralded in a 
dream, in which she was being chased by a man trying to kill her. She ran into her childhood 
home, and desperately bolted all the doors and the windows, but somehow the man still 
managed to get into the house. I suggested that the terrors were inside her and that she could 
no longer bolt down the defences. She acknowledged directly her understanding of this.
Phase 2: Gaining understanding through the language of dance and literature
7 /  the patient is to develop further, he must make a fundamental shift, and develop an 
interest in understanding, no matter how small or fleeting. This kind o f shift, which reflects 
the beginning o f a capacity to tolerate insight and mental pain, is associated with a move 
from a paranoid-schizoid position to the depressive position. " (Steiner, 1993, pp. 141-142)
Ms B began to look at herself more critically. The shift was facilitated by her desire to
understand and her discovery that she could use the familiar language of dance (and later
literature) in an illuminating way. This language gave her a means to think about her
dilemmas that enabled her to be more active in therapy. My task was to find a way to tune
into this language and build upon her metaphors. Dance was not a familiar language to me,
but my patient helped me use it with increasing confidence. O'Shaughnessy (1983) pointed
out, "Why do words have a special significance for working through? Above all, the use of
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language is an activity of the ego. A patient hears interpretations, sees his dreams etc. but he 
stays a passive subject of the analysis until his ego engages actively - as it does when it uses 
its own language for thinking and communicating''. (page 287).
In one session she reported a dream in which she was choreographing a dance with a male 
dancer who was talented and confident. This annoyed her, so she began criticising his 
movements, but to such an extent that he wept and went to pieces. She was shocked that 
someone, who had appeared confident, could so easily disintegrate. Her associations to this 
dream related largely about her envy of people, who seemed to be both confident and 
talented, as if they had no frailties; she longed to undermine them, but realised her 
destructiveness in this. She then related episodes in her adolescence, when she had behaved 
in truly enviously destructive and cruel ways. At University she was reading 'Wuthering 
Heights', and found that one of the characters really disturbed her. Lynton had been a weak 
and sickly child (like the sickly child inside her), but proved himself capable of cruelty in his 
relationships as a adult. She acknowledged that it was her identification with these features 
that so disturbed her.
Later, she described a choreography exercise for a class assessment, in the following way: 
A woman is dancing all alone and is sad because she has not known true love. Then a male 
dancer comes on and they gradually began dancing together and it becomes idyllic, as 
though they are experiencing perfect love and unity. Then he leaves and all is lost and she is 
left alone, but having known perfect love and lost it, she is in the most tragic o f all situations.
I interpreted to her that through this image she communicated to me the deep anxieties she
had about discovering closeness and losing it; in terms of our relationship the dangers of
getting close to me, if she is one day to lose contact, the most tragic of all situations. In her
relationship with her boyfriend, it was as though she continually punished him, because one
day he would leave her. She found these comments helpful, and in her acknowledgement
communicated the first direct allusion to an understanding of her fears of separation and loss.
A further pivotal session occurred after a dance improvisation class at University. Most of 
her dancing comprised tightly choreographed pieces, but she was working with a teacher who 
was unnecessarily rigid. In the absence of opportunity for free expression, she longed to 
flout the teacher's instructions and throw her body about in exaggerated movements. She then
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attended a dance improvisation class. This teacher encouraged freedom of movement; 
students were encouraged to imagine placing their feet firmly on stones, whilst running 
through a beautiful brook. At the end students had to adopt a position, which reflected their 
inner feelings. Ms. B moved slowly to the floor and adopted a foetal position to indicate a 
hurt deep inside her. I suggested that she was describing two versions of her therapist and 
that what she needed from me was to be the kind of therapist that would help her, through 
free movement and improvisation, to understand herself better. I could not help her if I felt 
like the rigid teacher, who made her feel that she had to dance to my commands, as though 
she were a rag doll. In her quiet acknowledgement of this, she simply said this was helpful to 
her. This was a moving session. The metaphor of therapist as someone with whom she could 
improvise was used subsequently for a long time. I suggested also that the rigid teacher, 
represented a tightly organised system in her own mind, from which she longed to free 
herself. She agreed and illustrated this with descriptions of episodes in which she had 
behaved in inflexible ways.
In a later session, she reported a dream in which her mother was sitting in the back of her 
car while she was driving. She was giving loud instructions about how my patient should 
drive and where she should go. Ms B could stand it no longer and began shouting at her, and 
made her mother get out of the car. Although her mother was upset, she drove off without 
her; this was for her own good. Her first association to this dream was that she wanted to free 
herself from the rigid confines of her mother's view of her; to separate herself from her 
mother. I pointed out that, sitting behind her, I could feel like a 'back seat driver', and that it 
was important that I allow her freedom to drive in her way and follow her route. She 
responded that it did feel like another version of the rigid versus improvising view of her 
therapist; but she also knew that I wasn't rigid, and that this experience of me reflected 
something in her mind. Through this dream she began to understand different parts of her 
mind and the conflict between them. There was a state of mind that was controlling and 
constrained the freer more creative parts. She wanted to abandon this rigid, 'back-seat' driver 
part/or her own good. In this way she began to look critically at her defensive structure.
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Phase 3; Regression in the face of the break-up of her relationship
During the summer months she experienced a setback. Her relationship with her boyfriend
deteriorated and finally disintegrated, which she experienced as the realisation of her worst
nightmare. With the loosening of her defensive structures, she was exposed to the terrors of
her agoraphobic anxieties - of abandonment, isolation and the emptiness and chaos of spaces,
and experienced feelings of depersonalisation and of being immobilised by the terror of
aloneness. My task reverted to an emphasis upon providing a safe setting and giving her a
sense of being understood. Her dreams were pervaded by terrifying images and pernicious
and magical forces. There were two main images; one was a prison cell, where she was
tortured and from which there was no escape; the other was her childhood home, where there
were unpredictable forces, that turned lights and electrical equipment, on and off, thus;
/  was in a prison cell and N  was with me and we were looking at a book and we turned to 
page 360 (I think) and when I  turned to that page I  suddenly knew there was going to be a 
disaster, and that we would be stuck in the prison and that there would be no escape.
Her associations to these dreams were literal rather than metaphorical, as if she could no
longer use her new found capacity for more symbolic thought. She felt trapped and tortured
by her deteriorating relationship. I learnt to rely more on the quality of the transference,
which was loaded with anxiety and my capacity to use my counter-transference reactions to
understand her states of mind. During these weeks I experienced distress, anxiety, frustration,
rage and even ennui, which gradually helped me to understand better her projections and
defences. She resisted the break-up of her relationship with frantic attempts to keep it going.
In one session she reported the following dream:
I  dreamt I  was with an alsation and I  saw a badger running away and I  told the dog to get 
badger. She was obedient and went after the badger, but had to jump over a barbed wire 
fence. But the dog couldn't seem to get it right and so she had to keep doing it over and over 
again. The barbed wired fence was high and it was cutting her, and her paws were bleeding 
and sore from running, but she was obedient and kept trying, however painful it was. I  fe lt 
bad because I  knew she would keep trying as long as I  asked her.
She identified with the suffering of the alsation in her attempts to get it right with her 
boyfriend, and thus acknowledged her masochism. I wondered if she chose a badger because 
she also recognised her ability to 'badger' people; in confirming this she stated that she had
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difficulty in knowing when to let things go. I also suggested that I might be experienced as 
the person who kept asking her to go over painful material, and that she felt like an obedient 
dog in her desperate efforts to get it right for me. She resisted this idea, emphasising that the 
dream was about her, and that she had been like this for a long time. In using the word 
asking' I had suggested that she experienced me as someone who knowingly asked her to 
repeatedly jump painful hurdles. In her efforts to preserve me as a good object she found it 
difficult to think of me in this way. At the break-up of the relationship, she reported the 
following dream:
I  dreamt I  was sharing a bed with a friend, and I  realised I  didn't have to share a bed any 
longer, so I  went to another bed, which was filthy. I  went to the bathroom to wash, but the 
bath was not only filthy but was also full o f horrible insects, crawling everywhere. I  had the 
sense that I  had to clean the mess up.
She felt that the dream encapsulated her fears about the break-up of her relationship, which 
was experienced not as a loss but as a terrible and degrading mess that she had to clean up.
In the Autumn she moved to a new house and returned to University. Under the pressures of 
work and sorting out her home she retreated into the fortress of her defensive structure, in 
order to escape the barren wastelands of her terrible fears of expulsion, disintegration and 
chaos. Joseph (1982) pointed out that an inner refuge need not be a calm place, sometimes, 
especially in masochistic patients, it can be a terrifying one that the patient turns to as if 
addicted to it. She filled sessions with long, detailed descriptions of cleaning her room and 
building book shelves, often into the small hours of the night. She re-wrote her class notes in 
a frantic and obsessive way, and became exhausted through her own efforts. She had a dream 
in which she watered a house plant, but in her efforts to take care of it, she over-watered it 
and the leaves seemed to droop and melt under the pressure. I commented that she was truly 
bogged down by her efforts to sort things out.
I will now present a sequence of material to illustrate the gradual shifts that took place at 
this time, that played an important role in the relinquishment of her defensive organisation. 
She described putting a new carpet in her room, which made everything else look filthy and 
need cleaning. I reminded her of the dream in which separating felt like a terrible and 
degrading mess that she felt compelled to clean. She acknowledged this and, in elaborating
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upon it, suggested that although she felt compelled to clean, she did so in such a mechanical 
way that she felt empty, like a robot. She returned to this theme later and told me that her 
urge to clean went far beyond the flat, she wanted everything to be clean and tidy. She then 
linked this with a TV programme in which people were talking about the break-up of 
relationships. They said that although it was hard, it was important to look at what you had 
lost and think about it; to try to think about the good times too. That was hard, because she 
couldn't remember any good times, she felt left with a dirty mess of a broken relationship. 
She then told me about the friendly people in the new house and a helpful University teacher, 
who gave her the feeling that things would slowly sort themselves out. I interpreted that I felt 
more like a helpful teacher, who could help her sort things out. She responded by telling me 
that she hadn't hoped for much at the beginning of the session, but somehow it turned out to 
be helpful. In the next session she returned to descriptions of cleaning, I comment upon the 
compulsive flavour of this and she responded by telling me that it had to be done; that she 
had to create a sanctuary where she could feel safe and get on with her work. A few sessions 
later she returned to the link between loss and cleaning, and told me that she felt stuck, 
because she just kept complaining. I asked her whether progress meant not complaining. She 
then talked about another way of coping with loss, described by friends, in which you sit 
around feeling miserable, which she contrasted with her way of frantically cleaning. When 
she returned to this theme I suggested that there were different kinds of courage; one like the 
obedient alsation, that kept going over the ground, trying to get it right, the other kind -to stay 
with the mess and try to understand it. She replied that staying with the mess was the hardest 
thing for her, but she knew other people had done this. The next session she arrived telling 
me she was feeling better. She had used a meditation tape, which relied upon mental images. 
She had found two images useful; one was an image of parents sitting on her hand gradually 
getting smaller, till they became so small she had to take care of them. The other, was of 
someone who had hurt her. She thought of her ex-boyfriend; she was required to imagine him 
getting smaller, until he was so small that he could be blown away. I was struck by the 
similarity of these images to Key's (1994) descriptions of the way in which size is a
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preoccupation of young borderline patients, because of their underlying feelings of being 
small, powerless and insignificant.
I have chosen this series of sessions because I believe that they illustrate small shifts in the 
direction of the depressive position. These shifts were subtle but formed the basis for more 
obvious shifts that took place later. She cleaned her flat in a mechanical and routinised way, 
but nonetheless created a clean, safe and homely environment, in which she could later work. 
The structure had been erected compulsively, but could be used later, creatively.
Phase 4:_____ Emerging from the chrysalis - a greater integration of self.
She was able to slow down and work with the mess in her mind in the New Year, having 
been in therapy for 18 months. Her experience of me in the transference during the storm of 
the break-up of her relationship, as a strong and containing force, an anchor that held her 
safely, consolidated the therapeutic alliance (Zetzel, 1958). The safe boundaries of the 
therapeutic setting and the friendly atmosphere of her new home provided external structures, 
that allowed her to rely less on her internal defensive ones. Once again she wanted to use the 
space with me to think and improvise and a more positive, thoughtful and intelligent side to 
her emerged. She revealed these positive states of mind in dreams and episodes that she 
reported, for example,
I  dreamt I  was in the shower with my sister-in-law, when we came out o f the shower I  painted 
her back green. I  had a nice feeling as 1 filled all the gaps with green. I  had the feeling that 
somebody was looking at my body critically, but I  didn't care. Although I  was naked I  wasn't 
embarrassed, I  just enjoyed painting her back green.
Green was her favourite colour and stood for growth and spring plants. I pointed out that she 
was wearing green and I wondered if it stood for her growth and development. She replied, 
that it was funny that I should say that (she often used this phrase, when my comments were 
helpful), but when saying goodbye to her mother in Spanish the previous evening she had 
said inadvertently, "me quiero" instead of "te quiero" (I love me instead of I love you).
She found that the language of literature and poetry provided images that helped her to 
think with me. I found this language more accessible than that of choreography and was able 
to elaborate upon her metaphors in a way that she found helpful. Drawing upon images from 
Blake’s poems On Innocence and Experience', she embarked upon a painful journey, which
64
she referred to as "looking at the truth". She was astounded that other students thought that 
the sentimentalised version of childhood described in 'Innocence' was preferable to the 
harsher reality of 'Experience'. She found the picture portrayed in 'Experience', although 
harsh, was truer. This was an important discovery for her. She explained that real contact 
between people could only be based upon truth; this was what made relationships serious. I 
pointed out, that on that criterion, ours was a very serious relationship. She acknowledged 
this with words and tears. She explained that for her 'Experience' was not simply about good 
or evil forces, but rather the way in which these forces came together in reality.
I linked this to her earlier rather sanitised versions of her own childhood. Joseph (1985)
emphasised the need to help our patients make links to the past, in order to free them from
more distorted versions of it. In response to this she described many painful episodes, when
she was ignored, left alone to fend for herself at a very young age and exposed to dangerous
situations. She was furious that her mother, a self professed feminist, had failed to help her
own daughter find her voice as an intelligent and resourceful female. A picture emerged of
her mother, as a narcissistic woman, who had been unable or unwilling to help her daughter
flourish; it was as though she had killed her daughter's sense of intelligence and female
identity by failing to nurture and encourage. This reflected her mother's neediness and envy
of her daughter. My patient described the following childhood episode, as an example:
When I  was very young I  was walking in the woods with my mother and she was walking too 
quickly and I  couldn't keep up with her, so I  stopped, thinking that she would wait fo r  me, but 
she didn't. I  found myself alone in the woods and I  began screaming in the hope she would 
hear me and come back and find me, but she didn't comeback. Eventually I  found her.
In responding to this story I suggested that it was important that I was the kind of therapist
that would not abandon her in the woods of her fears; that I could see her distress and
respond to it. Her growing experience of me was of someone who could not only see her and
respond to her distress, but also enjoy her newly discovered qualities, without wanting to
intrude or spoil the experience with envious wishes. It was important that I did not
overwhelm her with my agenda (I told myself: "Beware of too many transference
interpretations"). She felt not only safer close to me, but she could enjoy the closeness and
flourish in it. She had a dream, at this time, which served as an important metaphor:
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/  dreamt that I  was driving my car on a huge motorway, but there were no motorway signs 
and so I  didn't know where I  was going. I  was frightened. Then I  was aware o f my mother in 
the passenger seat and when she knew I  didn't know where I  was going she grabbed the 
wheel. It was really dangerous. I  didn 't want her to do that.
Her associations to this dream were that although she still felt lost, and didn't know exactly 
where she was going, she didn't want anybody else to take over. This was dangerous for her. 
I suggested that what she wanted from me was to be a really good navigator; to know how to 
read maps, and to help her on her journey; but I should trust her to take the wheel and drive 
through life. This contrasted with her experience of her mother, who intruded in unhelpful 
and dangerous ways, and failed to help her find her way in life.
In her first long break from me (6 weeks) she enjoyed the great expanse of a long 
holiday, without being undermined by agoraphobic anxieties. She spent the summer in Spain 
improving her language skills and returned brimming with lovely stories from her travels. 
This experience helped her regain good memories of her parents and her childhood, as well 
as allowing her the wonderful freedom to 'improvise'. The open space of the summer holiday 
did not overwhelm her with agoraphobic anxieties for many reasons, but an important one 
was that she now felt safer close to her objects and was less disturbed by claustrophobic 
anxieties. She understood her mother better and had re-established closer contact with her 
father, whom she found helpful in practical ways. Most importantly, she felt safer close to 
me; she no longer feared my intrusiveness, envy or rivalry and felt less constrained by her 
sense of duty and indebtedness.
Recently she has returned to the language of literature, especially modem feminist writers, 
who provided a rich source of images and metaphors, to further her understanding of herself. 
She described one short story about a singer, who sang only songs written by somebody else, 
songs that were not part of his experience, songs that he did not understand. This was linked 
to his ultimate and untimely death. I commented that she was telling me that her 
psychological life depended upon singing authentic songs from her heart, songs that reflected 
her experiences and not imposed on her from outside. She agreed that it was important that I 
understood this, and the real dangers of ignoring it. In terms of my counter-transference 
feelings I took private delight in her newly discovered intelligence and creativity. I should
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like to end my report of her therapy to date with a dream, which reflected her growing 
capacity to take care of herself:
I  had a dream that I  took out one rose from a bouquet and I  put it in a glass o f water and 
before my eyes the rose drank all the water and so I  gave it another glass o f water, which it 
also drank. I  had a satisfied feeling, because I  gave the rose exactly what it wanted.
Discussion
This paper describes the process of providing a containing setting for my patient and the
shifts that occurred in her internal structures and ways of relating to her objects. At the
beginning of therapy she presented many of the classic features of borderline pathology; she
had difficulty in making contact with people, had marked confusion of identity and in her
efforts to control the emotional distance between herself and others was demanding,
controlling and manipulating. She inhabited what Steiner (1993) referred to as,
"A borderline area which I  have called a 'psychic retreat'. In this area they are protected 
from anxiety but have grave problems o f identity, so they feel neither fully sane nor quite 
mad, neither completely male nor female, neither children nor adults, neither big nor small, 
neither loving nor hating, but on a border between these conditions", (page 52)
She remained stuck in this pathological organisation, which was a system of pseudo­
integration under the dominance of narcissistic structures, because it gave her the illusion of 
integration and safety. In this organisation she felt sheltered from the anxieties of the chaos 
of the paranoid-schizoid position and from the pain and hurt of the depressive position,
Its precarious nature was soon apparent and oscillations between anxiety and retreats into 
the shelter of the obsessional defences, so vividly described in the literature (Joseph, 1981), 
characterised our early work together. I found Rey's (1994) work on the claustro-agoraphobic 
dilemma an invaluable framework in helping me understand these oscillations. The closeness 
that she longed for was transformed into an experience of intrusion or imprisonment (like the 
prison cells of her dreams), especially if her escape routes felt blocked (for months she kept 
one foot on the floor next to the couch). When she escaped from this situation she found 
herself cut off from her objects and exposed to the terrifying agoraphobic anxieties of chaos 
and depersonalisation. She felt safe neither close to her objects nor away from them. Only in 
the shelter of the 'retreat' could she control the emotional distance with her objects, which 
gave her the illusion of safety, to the cost of her development.
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The main purpose of therapy in the early months was to provide a safe setting that would 
allow a different experience of structure, one that was based upon a containing therapist. I 
was able to hold her projected anxieties about closeness, and transform them into more 
tolerable forms. I recognised the importance of not intruding or interrupting, and through 
interpretations I sought to communicate my understanding of her. Relying more on the safety 
of the therapy and less upon the rigid structure of her defences, she discovered a space in 
which she could think (of 'shared reverie' described by Bion, 1962a). In feeling understood, 
she became more aware of her primitive, narcissistic modes of relating. She began to express 
understanding in her own words, which allowed her to become more active in working 
through, drawing initially upon familiar images of dance (giving her a strengthened body 
identity) and later upon her studies in literature and poetry. She gained a firmer identity 
through her use of higher levels of symbolic thought. Segal (1957) pointed out that the word 
symbol comes from the Greek term for integration, and suggested that the process of symbol 
formation is one of integrating experiences.
The break-up of her relationship with her boyfriend precipitated a sudden and frightening 
breakdown of her defences and interrupted the steady pace of our work together. In this 
regression she was plunged into agoraphobic anxieties, where her terrors of separation were 
experienced as panic attacks and states of depersonalisation. During this period the paranoid- 
schizoid anxieties of disintegration and chaos dominated. I struggled to contain these 
anxieties, and for a while she sought once again the shelter of the highly rigid, obsessional 
defences. However, she was able to relinquish her reliance on this 'retreat' for a number of 
reasons. These included; my ability to contain her anxieties and understand her instinct to 
retreat to familiar defences; the strength of the therapeutic alliance, and her ability to draw 
upon previous developments, giving her greater understanding and tolerance of anxiety. She 
made an important discovery; she could stay with the mess and degradation of her loss and 
make sense of it rather than frantically clean it up. This regression, although exposing her to 
disturbing agoraphobic anxieties, played an important role in later healthy developments. 
Bios (1962) emphasised the positive role of regression ("reculer pour mieux sauter")* in his 
work on adolescent development. The loosening of defensive structures by regressive forces
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is a common phenomenon in adolescence and youth. In the aftermath of the chaos of 
regression Ms B was able to reconstruct a healthier inner world (like the lovely home she 
created) and develop healthier ways of relating to her objects.
In working through the loss of her boyfriend, she became less narcissistic and showed 
greater tolerance of separateness (Rosenfeld, 1964 emphasised narcissism as a defence 
against fears of separateness and dependence). She became more aware of what belonged to 
her and what belonged to her objects, and relied less on projective identification as a means 
of communicating. There were enormous consequences of achieving a greater sense of 
separateness, because along with this goes other aspects of mental functioning associated 
with the depressive position, including the elaboration of thinking (Bion, 1962a) and 
increased use of symbol formation (Segal, 1957).
Steiner (1993) stressed the parallels between working through and mourning, as described 
by Freud (1917). Working through means that in accepting separateness and loss, parts of the 
self, lost through pathological aspects of projective identification, can be regained leading to 
enrichment of the ego. For my patient this involved the regaining of intelligence, creativity 
and femininity. She used these attributes to good effect in therapy and outside. Her 
experience of me as a separate person made me feel more real and human, and I could be 
identified with and introjected as such. An important aspect of this was my capacity to stay 
with her anxieties and not intrude upon her nascent capacity for understanding, In the words 
of Joseph (1989),
"Our capacity to listen fully and stay with our patients must help them increasingly to be able 
to observe, tolerate and understand their own habitual ways o f dealing with anxiety and 
relationships, and this is part o f the process o f changing these habitual ways and becoming 
what we would call psychically 'more healthy'. " (page 192))
Post script: Ms B continued to show great commitment to her therapy, though our work 
together was interrupted for six months, when she continued her studies abroad. She enjoyed 
her travels and developed a 'capacity to be alone', which grew from her capacity to be' 
(Winnicott, 1958).
*Step back in order to leap forward much better.
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Section Four: Research
Exploring the difficulties of caring for bereaved relatives in a general 
hospital: a qualitative study of the views of doctors and nurses
Abstract
This study reports upon the views of 28 doctors and 36 nurses, whose work in a large general 
hospital involved high levels of contact with bereaved relatives. It sought to illuminate, from 
the point of view of the doctors and nurses, issues, which the literature has implicated in the 
problems of working closely with bereaved relatives. These include; the nature of the stresses 
contingent upon communicating with bereaved relatives; the professional constraints, which 
add to these stresses; the extent to which the doctors and nurses felt that their professional 
education prepared them for this work; and the effectiveness of work place support.
The study adopted a qualitative approach to the research design. It sought to explore the 
meanings of this work, and its contingent stresses, from the point of view of the doctors and 
nurses. This approach reflected the researcher's commitment to generating a deep and 
textured understanding of the clinical situation, by adopting an open approach to data 
collection. Interviews were conducted with the participants in the study; these were audio­
recorded and transcribed. The transcriptions of the interviews were analysed in the manner 
described by Strauss and Corbin (1990), which involved a constant interplay between the raw 
data and the researcher's theorising about that data.
The results of this study chimed with the findings of previous research, and also offered 
new ways of understanding the phenomena. The nurses and doctors found their close work 
with bereaved relatives stressful, especially early in their careers, when they shouldered a 
heavy responsibility for this work. Conflict between the doctors and nurses made this work 
far more taxing. Many participants reported feeling ill-prepared and poorly supported in this 
work. The study also offered new ways of understanding and addressing the problems. In 
particular, it highlighted the confusion in the minds of the participants about the underlying 
philosophy of medicine. It emphasised the importance of placing the ethos of care at the heart 
of medical education and practice, of developing effective multi-disciplinary teamwork, and 
establishing multi-disciplinary educational workshops on working with bereaved relatives.
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Chapter 1 Literature Review
1.1 Introduction
The death of a loved one is one of the most distressing experiences any of us is likely to have 
to face. The grief experienced may feel hard to bear and is associated with a wide range of 
emotions, including; high levels of anxiety, despair, hopelessness, vulnerability, anger, rage, 
guilt and a fear of 'falling to pieces'. Many variables influence the experience of mourning 
(Parkes, 1996), and for most people the experience is self-limiting, culminating in acceptance 
of the loss; however, for a minority, the problems of grief pose real threats to psychological 
(Parkes, 1996; Jacobs, 1993) and physical health (Stroebe et al., 1993). Caring for the 
psychological needs of dying patients and their families is now recognised as an important 
and challenging role of hospital based doctors and nurses (Adamowski et al., 1993; Parkes 
1996; Benner & Wrubel, 1989). The most difficult aspects of this work include; preparing 
family members for the possibility of death (Parkes, 1996) and helping relatives cope with 
the death of a loved one at the time of death (Firth-Cozens & Morrison, 1989; Parkes, 1996), 
especially if the death is unexpected (Smith, 1990) or of a child (Osterweis et al., 1984).
Since the 1970's, there has been a growing interest in the challenges of dealing with death 
in general hospitals and with how well they are met. This is reflected in the growth of 
empirical research, focusing upon the experiences of bereaved relatives, doctors and nurses, 
in order to throw light upon the nature of the problems from the point of view of all involved 
(Parkes, 1996; Marshall, 1980; Neimeyer, 1988). The atmosphere of the general hospital 
contrasts starkly with that of the hospice, which has also been the focus of research (Cameron 
& Parkes, 1983; Ransford & Smith, 1991). Acute wards are characteristically geared up for 
actively saving life, and this is reflected in both their technology and the attitudes of the staff; 
in this context there is often no clear framework in which death can be given a meaningful 
place, and is thus often experienced by staff as a medical failure. In reviewing the literature, 
the following themes will be considered:- (i). theoretical and empirical approaches to the 
process of bereavement, to clarify the range and intensity of emotions experienced by 
relatives. This work emphasises the adaptive functions of mourning, as well as its potential 
threats to physical and mental health, if it fails to find constructive expression, or is not
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adequately supported. The role of doctors and nurses in helping bereaved relatives, and thus 
influencing the outcome of bereavement is discussed in the context of this work, (ii) 
Empirical research on the problems faced by relatives in coming to terms with a likely death 
or dealing with the aftermath of death in a general hospital. This includes research on the 
quality of care provided to bereaved relative in general hospitals, from their point of view, 
(iii) The difficulties faced by medical and nursing staff in caring for bereaved relatives in 
general hospitals, from the point of view of doctors and nurses. This work considers the 
range of variables that influence the quality of care for bereaved relatives provided by 
doctors and nurses. The literature highlights the intensity and range of emotions confronting 
health care professionals in their work with bereaved relatives. It also underscores the 
important role of hospital based doctors and nurses in helping relatives face the likely death 
of a loved one and deal with the immediate aftermath of death.
1.2 The development of theoretical frameworks of bereavement.
Freud's (1917) early paper mapped out his ideas on the nature of bereavement, many of 
which have stood the test of time well, and served as an inspiration to later researchers, In 
distinguishing between grief and depression, he emphasised the adaptive functions of grief, 
in his words the important "work o f mourning" (p. 253). This work, although immensely 
painful, facilitates recovery. It involves the distressing recognition that the loved person is 
lost and must be given up; people find this difficult and at first resist this reality. Gradually, 
however, through a painful process of confronting reality, with the help and support of other 
people, the loss is accepted. The work of mourning is associated with intense emotions, 
which may resemble psychiatric conditions, such as high levels of anxiety, misery and 
despair and a loss of interest in the outside world and activities. However, Freud (1917) 
emphasised that mourning work should be distinguished from depression on the grounds of 
its adaptive and health promoting functions. Abraham (1924) and Klein (1940) developed 
Freud's ideas, by focusing upon the nature of the disturbance to the inner world caused by 
bereavement. This work threw much light upon the internal mechanisms implicated in the 
very high levels of disturbance found commonly in the immediate aftermath of death, and 
among those few whose responses to bereavement followed a pathological route.
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There was limited attention to bereavement after this early work until the 1960's (with the 
exception of the work of Lindemann, 1944; and Caplan, 1961). Since then there has been a 
tremendous increase in interest in bereavement, reflecting, in part, changing social attitudes 
to this subject (with more open discussion of previously taboo subjects, such as death and 
sex). Two of the most influential writers on the subject of bereavement since the 1960's in 
Britain were Parkes (1972; 1996) and Bowlby (1979; 1980). They substantially revised 
Freud's early theoretical formulations by building psychoanalytic theory upon a bedrock of 
ethology, rather than drive theory, embedding their work in systematic empirical research. 
Ethology emphasises the evolutionary significance of species specific behaviour, which is 
genetically pre-programmed. They applied this framework to their work on the significance 
of human attachments and the implications of their loss. From this perspective, the loss, or 
threatened loss of attachments was seen to be deeply disturbing. In exploring the meaning, 
significance and quality of attachments, both early and later attachments, they revealed the 
serious implications for an individual of the breaking or loss of human bonds. Their work 
explored the common threads of bereavement -the terrible sense of anxiety and vulnerability, 
the feelings of disbelief, shock, hopelessness, misery, despair, guilt and anger, and the 
determinants of the course of grief (See Appendix 1). Their work, too, with its emphasis 
upon the personal meaning and significance of attachment, facilitated an understanding of the 
individual variability of the grief response and the determinants of pathological responses to 
grief, which are understood in terms of the very high levels of disturbance provoked by the 
loss, which in turn set up highly pathological defences (e.g. mania and denial).
During the 1970's and 1980's there was a growing interest in the subject of stress, within 
the relatively new discipline of health psychology. Bereavement, as an example of a highly 
stressful life event, became increasing the concern of cognitive-behavioural health 
psychologists (Stroebe & Stroebe, 1987; Stroebe et al., 1993). Lazarus and his colleague 
(1966; 1976; Lazarus & Folkman, 1984) were influential in devising a complex framework in 
which the variables which influenced the impact of stressful life events were conceptualised 
(see, Payne & Firth-Cozens, 1987, p.xvii, for diagrammatic representation of this model). 
This approach emphasised the importance of cognitive variables in determining the impact of
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bereavement, that is the meaning attributed to the bereavement and the appraisal of the 
resources available to help cope with it. The important variables in this framework included; 
the demands, constraints and supports of the subjective and objective environment, adaptive 
and maladaptive coping strategies, personality values, health history, and past experience. 
These variables were linked to either healthy or unhealthy outcomes, which included 
deterioration in physical or mental health status. A key feature of this approach is that it 
provides a conceptual framework in which the variables influencing the relationship between 
bereavement and subsequent ill-health can be mapped out. In this way it facilitates a detailed 
consideration of the way these variables operate at a variety of levels (e.g. physiological) to 
increase the likelihood of ill-health. For example, recent attention has been paid to the 
mechanisms implicated in the suppression of auto-immune functions consequent upon the 
experience of high levels of distress linked with grief (Pettingale et al., 1994; Spratt & 
Dennet, 1991). The cognitive-behavioural model also provides a framework for planning 
interventions with bereaved relatives; its strategies are derived from cognitive-behaviour 
therapy, and include a range of time-limited cognitive and behavioural interventions.
Current conceptions of the bereavement process evolved from a confluence of psychiatric, 
psychoanalytic, ethological and cognitive-behavioural perspectives. Within these frameworks 
there is both convergence, as well as divergence of views. There is consensus about the 
importance of facing the loss of a loved one, and using the transition of bereavement to 
achieve an identity which accepts this. Researchers recognise both the distressing and 
potentially healing components of grief. There is also general agreement that the themes 
characterising the process of bereavement are universal -that it is a process which is painful, 
time-consuming and involves coming to terms with a distressing loss. It is associated with a 
range of strong emotions, such as anxiety, panic, misery, hopelessness, despair, anger and 
guilt; though individuals experience the balance of these in idiosyncratic ways. In the context 
of the themes of bereavement, it is accepted that the nature of the attachment is an important 
variable influencing the outcome of grief. This has many aspects to it, including, the quality 
of the attachment, especially the presence of ambivalent and hateful feelings, the importance 
and the history of the attachment. Individual differences in the meaning of the loss are
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referred to in accounting for the differential impact of bereavement, including the possibility 
of a pathological outcome. Vulnerability is understood in terms of the quality of the lost 
relationship, the events surrounding the death, current circumstances and the personal history 
of the bereaved person (including the quality of early attachments and psychiatric history). 
Finally, there is agreement about the importance of support at the time of bereavement; this 
can be seen in terms of practical help, companionship, someone to talk to about the distress 
of grief, and help in containing the intensity of feelings associated with bereavement. This 
support can be provided by family, friends, neighbours or health care professionals.
The differences between the approaches include the importance placed upon of the inner 
structures of the mind, which provide, for the psychoanalysts, a complex framework in which 
both the conscious and unconscious significance of the loss of an important relationship can 
be understood. An elaboration of the complexities of conscious and unconscious elements of 
the inner world facilitate an understanding particularly of the pathological elements, which, 
in their extreme forms, for a minority of bereaved people, compromise mental health status. 
It is this aspect, the detailed analysis of pathological internal structures, that is the hallmark 
of psychoanalytic theorising. In contrast, the cognitive-behavioural theorists place greater 
emphasis upon the subjective and objective environment and on the range of adaptive and 
maladaptive coping strategies. Finally, the thrust of much of the work in health psychology is 
on the ways in which bereavement is linked to subsequent physical, rather than mental health 
problems, which are the main concerns of the psychoanalysts. This difference is more about 
the balance of concern, rather than disagreement; but it reflects the respective interests of the 
different groups. Within health psychology there is a growing body of knowledge about not 
only the range of physical health problems that are linked to bereavement, but also an 
increased sophistication in the understanding of the mechanisms implicated in this process.
1.3 Empirical research into the process of bereavement
Since the 1960's there has been a proliferation of studies on the impact of bereavement. In 
Great Britain the early influential researchers included; Marris (1958), Parkes (1965; 1972) 
and Bowlby (1980). Parkes' (1972) systematic study of normal and abnormal grief responses, 
and the determinants of individual differences in response to the death of a loved one, laid an
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important foundation for subsequent research. In this book he discussed the findings of three 
studies, two carried out in London and one in the USA; the populations he studied were 
largely white, middle-aged adults. On the basis of these studies, in which he followed up 
bereaved widows for a year, he described the following phases of mourning: (i) numbness 
(ii). Pining (iii) disorganisation (and depression) (iv). reorganisation (and recovery). These 
phases are very similar to those described by other researchers in the field (Engel, 1961; 
Worden, 1983). The characteristics of the early phase of normal grief, include; disbelief, 
anxiety, pining and a yearning for the deceased. Most of the researchers in the field stress the 
fine balance between normal and abnormal grief responses; pathology is related to the depth 
and length of the grief response, rather than any particular reaction, although some reactions 
are obviously highly disturbed. The main types of pathology described by researchers, 
include delayed grief (Worden, 1983; Raphael, 1984), prolonged or chronic grief reactions, 
exacerbated by loneliness and isolation (Parkes, 1972; Worden, 1983; Sanders, 1989), and 
distorted reactions (Parkes, 1972). These include:- excessive, manic activity with limited 
sense of loss; developing similar symptoms to the deceased; alteration in relationships with 
friends and relatives; furious hostility against all people associated with the death (linked to 
guilt and paranoid feelings); lack of any emotional responsiveness, such as a 'wooden 
manner', or living in a daze; and severe depression, insomnia, guilt and intense self- 
reproaches (which are linked to increased suicide risk among the bereaved). The pathologies 
of grief are linked to the later development of mental and physical health problems (Parkes, 
1972; Clayton et al., 1972; 1974; Jacobs, 1993).
From his studies, Parkes (1972) delineated a number of antecedent, concurrent and 
subsequent determinants of the grief response (Appendix 1); in particular, factors which 
distinguished those who responded in healthy ways from those who became disturbed, and 
were thus at risk of developing later health problems. Researchers (Parkes & Weiss, 1983; 
Beckwith et al., 1990) have emphasised the importance of distinguishing vulnerable bereaved 
relatives, so that early therapeutic interventions could be fruitfully directed at them. Parkes 
(1996) concluded that the characteristics associated with high risk included; being a widow, 
with young children and limited support, a high degree of dependence (often ambivalent)
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upon the deceased, an insecure personality, a history of depressive illness, an inability to 
express emotions and a lack of local practical and emotional support. These factors were 
exacerbated if the events surrounding the death were unexpected or traumatic. Early 
interventions by clinicians with vulnerable bereaved people were seen to be important, in the 
light of research on the impact of grief on morbidity and mortality rates. The important role 
of hospital doctors and nurses in recognising and referring on vulnerable bereaved is clear.
Research on the impact of bereavement on health has revealed increases in both mortality 
and morbidity rates. Early work (Young et al., 1963; Parkes et al., 1969) revealed higher 
death rates among bereaved people than in people of comparable age. Parkes and his 
colleagues (1969) referred to the 'broken heart syndrome' in their study looking at 4,500 
widowers aged 55 years and over. They found that mortality rates in this group were 40% 
higher than would have been expected. Age variations have been found; Osterweis et al. 
(1984) found that men aged between 55-75 were at greater risk than men over 75 years. 
Particularly vulnerable are men aged between 55-65 years (Heyman & Gianturco, 1973); 
Ferraro (1989) found that elderly men are more vulnerable than elderly women.
Researchers have also reported a deterioration in general health following bereavement 
(Parkes, 1972). In a study of younger bereaved people, Clayton et al. (1972) found that 
general body aches and pains increased among the bereaved. Parkes (1972) found a 63% 
increase in visits to doctors in the year following bereavement. More recent research has 
questioned these findings. Ferarro (1989) argued that morbidity and mortality risks for men 
are greatest during the first six months of bereavement, after this negative sequelae tail off. 
He concluded (y.11),"Widowhood does precipitate a decline in health, especially 
psychophysical health status. This decline is rapid for a year or two and then levels off'.
The theoretical and empirical literature cited informs nursing and medical care of 
bereaved relatives; it also highlights the immense distress which they have to face in their 
day-to-day work. Much of the literature on bereavement, influenced by ethology and 
psychoanalysis, emphasises the commonality of processes of grief, since they relate to our 
innately social character (Bowlby, 1980), and the universal nature of the development of 
internal structures of the mind. Research has focused upon the impact of social factors (e.g.
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Gorer, 1965) and cross-cultural aspects (Parkes et al., 1996), but consideration of these is 
beyond the scope of this study. The cognitive-behavioural approach stresses to a greater 
extent individual variation, with the importance it places on the appraisal of external, 
contextualising influences. Despite the emphasis upon the universality of the processes of 
grief, it is important to remember that there is no one way that people should grieve; the 
literature emphasises that within the common themes, there is tremendous variability in the 
way that people respond to loss (Speck, 1978). The themes, which pervade the literature on 
bereavement inform both the lay public and health care professionals on how to help 
bereaved people in practical ways (Worden, 1983, pp. 39-49, in Appendix 2). Voluntary 
groups, such as CRUSE and SANDS (see Appendix 3) have also provided information and 
guidelines to help volunteers and professionals to work with bereaved people based upon 
humanistic principles of counselling. These publications, together with the empirical 
literature on the processes of bereavement, including both normal and pathological aspects 
(Parkes, 1996; Raphael, 1984; Worden, 1983; Stroebe et al., 1993) are cited most commonly 
in nursing and medical education literature on bereavement, and are thus most likely to 
influence nursing and medical care of bereaved relatives. This literature draws upon a range 
of theoretical perspectives, such as psychoanalytic, ethological and cognitive-behavioural; 
there is no evidence that any one model predominates in the curricula of health care 
professionals and counsellors, though humanistic approaches are most influential in 
providing practical guidelines for counselling bereaved people. The literature emphasises, 
too, the distressing nature of work with bereaved relatives, and suggests ways of dealing with 
this, including recognising one's limits to caring and gaining support in the workplace.
1.4 Caring for bereaved relatives in hospital: research findings.
Parkes and his colleague (Cameron & Parkes, 1983; Parkes, 1996) considered ways in 
which bereaved people could be helped in hospital, and also how vulnerable bereaved people 
could be referred to community health care workers by hospital staff, to prevent a downward 
health spiral provoked by pathologies of grief. Parkes (1996, p. 187) emphasised that hospital 
based doctors and nurses are often best placed to help bereaved relatives, because of their 
close contact with them; in his words, "the day-to-day counselling o f the bereaved will
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remain the responsibility o f those members o f the care-giving professions whose work brings 
them into close contact with bereaved people; clergy, doctors, nurses, health visitors and the 
like". Their work focused upon discerning the vulnerable bereaved through a process of risk 
assessment (Parkes & Weiss, 1983; Beckwith et a l, 1990), and the pivotal role of hospital 
based doctors and nurses in both providing high quality care for bereaved people and in 
ensuring referral to primary care and counsellors of vulnerable bereaved relatives. Again, in 
the words of Parkes (1996, p. 164) "In trying to help patients and relatives through terminal 
illness, doctors and nurses are taking part in a process o f psychological transition, which 
requires, time, empathy, and trust". There is evidence to suggest that this situation is the 
ideal, rather than typical. Ransford & Smith (1991) have demonstrated that relatives of 
patients who died in general hospitals were more distressed than those who died in hospices, 
where staff paid more attention to helping relatives accept their situation. In addressing the 
problems of poor care in general hospitals, studies have sought to demonstrate the value of 
special programmes aimed at improving care (Moseley, 1988; Adamowski et al., 1993).
The emphasis upon bereavement as a transition (Parkes, 1996) focuses attention upon the 
interface between hospital and community services as a crucial place for health promotion 
and preventative work with the bereaved. There is now research evidence to support the view 
that well-timed counselling interventions, focused upon vulnerable bereaved people can 
improve their psychological functioning and health status. Research has focused upon 
referral from a variety of settings, such as general wards (Raphael, 1977), oncology wards 
(De Veber, 1977) and hospices (Relf, 1994). Questions raised by this research together with 
the growing disquiet about the quality of bereavement care in hospitals based upon reports of 
the health Ombudsman (HMSO, 1972; 1985) has led to a proliferation of hospital-based 
research.
Quality of care for the bereaved in hospital: the relatives* perspective
During the 1980's there was a growing number of studies into the quality of bereavement 
care provided in hospitals (Bond, 1982; Hockley, 1983; Wright et al., 1988; Silvey, 1988; 
Penson, 1988). Many of these studies were based upon small samples and lacked scientific 
rigour in their methodology; nonetheless, a consistent picture emerged of problems in
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communicating with, and meeting the needs of bereaved relatives in general hospitals. Many 
themes emerged from these studies, including; poor communication with bereaved relatives 
(Hempel, 1988; Bond, 1982; Hockley, 1983), insensitive treatment of bereaved relatives 
(Bond, 1982; Hockey, 1983; Wright et al., 1988; Silvey, 1988; Hempel, 1988), the low 
expectations of care held by many relatives (Bond, 1982; Hockley, 1983; Hampe, 1975; 
Fanslow, 1983), the lack of privacy in discussing painful issues and expressing grief 
(Hockley, 1983; McGuiness, 1986; Silvey, 1988; Wright et a l, 1988), little understanding of 
the special needs of ethnic minorities (McGuiness, 1986) and a lack of follow-up of 
distressed relatives (Silvey, 1988). There were also a worrying number of complaints to the 
NHS Ombudsman about poor communication at the time of bereavement (Health Service 
Commissioner, 1985). This picture contrasted with the high quality of care provided in 
hospices; indeed the failure of hospital based services to draw upon the experiences of 
hospices has been commented upon in the research (Lunt, 1985; Cameron & Parkes, 1983; 
Fennel-Flood, 1988; Hannah, 1987; Ransford & Smith, 1991). The importance that hospices 
placed upon providing information to relatives and listening to their concerns was not 
reflected in the practices of general hospitals; a number of studies revealed the problems that 
relatives had in gaining information; doctors, in particular, but also nurses seemed to have 
little time to talk to relatives (Hampe, 1975; Bond, 1982; Hockley, 1983; Fanslow, 1983). 
The relatives studied (Hampe, 1975; Fanslow, 1983; Bond, 1982), however, had very low 
expectations of care for themselves -for them, care of the patient was the priority and the care 
of the family ranked low (Bond, 1982).
The consistency of these research findings, despite their methodological shortcomings, 
suggested that the problems described were real and pervasive; they were taken seriously by 
policy makers, educators and clinicians. In 1985 the Department of Health and Social 
Security sent round a circular supplementing earlier guidelines on the care of dying patients 
and their families (DHSS, 1985). This was prompted, in part, by a report by the Health 
Service Commissioner, which focused upon cases of insensitivity in relation to care of the 
bereaved in hospitals (Health Service Commissioner, 1985). This was followed by guidelines 
for the care of dying patients and their relatives, supported by the Kings Fund (Henley,
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1986), and a circular from the National Association of Health Authorities (NAHA, 1987) 
providing guidelines for good practice with dying patients and their relatives (following a 
national conference on the subject of bereavement, HMSO, 1986). These papers reflected 
growing concern about the quality of psychological care for dying patients and their families.
Since the late 1980's problems in working with bereaved relatives have been acknowledged 
and research now seeks to understand better the nature of the difficulties, from the point of 
view of all concerned. Guidelines for good practice, emanating from highly systematic 
research (Toile et al., 1986; Moseley, 1988), increasingly dominate the literature, as well as 
reviews of the literature (Hull, 1989), clinical case studies (Silvey, 1988), intervention studies 
(Moseley 1988), and more anecdotal and discursive reports (Emerson, 1983; Ray, 1985; 
Waters, 1987). There remain, however, few evaluation and longitudinal studies. More recent 
research suggests a picture of improved care for relatives (Wright, 1989; Dunleavy, 1990); 
however, despite these improvements, there continues to be problems in the care of bereaved 
relatives, such as poor follow-up of vulnerable bereaved people in the community, 
inadequate understanding of the needs of different ethnic groups (McGuiness, 1990) and a 
failure to keep relatives informed (Duke, 1990). During the 1990's there has been a shift in 
emphasis, away from evaluating the quality of care from the relatives' perspective -their 
views have been articulated and documented -towards enquiry into the views of doctors and 
nurses, in an attempt to illuminate the situation from the point of view of all concerned. In 
this way, it was anticipated that the complexities of the situation could be addressed.
1.4 (ii). Problems in providing care for the bereaved: the nurses1 perspective 
Slater (1988) emphasised the need to understand the problems of communicating with 
bereaved relatives from the perspective of the nurses involved, in an attempt not only to 
understand better the clinical problems, but also to address the impact of this work upon 
them. The literature, focusing upon nurses, addressed a range of issues, including; the impact 
upon nurses of working closely with bereaved relatives, the extent to which nurses are 
prepared for this aspect of their work, how their working relationships with other nurses and 
with doctors affect this work, how stressful nurses find this work and the quality of support 
and supervision they receive in working with bereaved relatives.
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Menzies (1960) wrote an influential paper highlighting the emotional problems facing 
nurses in their work with very ill patients and distressed relatives. She outlined the defensive 
strategies adopted by many nurses, such as distancing from the distress of patients and 
relatives by becoming task-oriented, in an attempt to protect themselves from the impact of 
patient suffering. Since that time the ethos of nursing has changed radically. Emphasis is now 
placed upon holistic care (Benner & Wrubel, 1989) of the patient and family, which is 
patient, rather than task-oriented. This placed nurses in closer proximity to patients and 
relatives, and exposed them to far greater emotional distress. Researchers, therefore, became 
increasingly concerned with how well nurses coped with these new demands, and how well 
supported they were in their changing roles (Rosenthal et al., 1980). Much of this research 
emphasised how stressful nurses found close contact with dying patients and their relatives 
(Jacobson & McGrath, 1983; Bailey, 1980; Parkes, 1980a, 1980b; Gray-Toft & Anderson, 
1981; Hingley & Cooper, 1986; Cathcart, 1989). The indicators included, self-report 
measures and high rates of absenteeism (Lunn, 1975; Clark, 1975). Particular aspects of 
caring for bereaved relatives were linked to high levels of stress. These included; the 
increased salience of their own fears of mortality (Reisetter & Thomas, 1986; Bond, 1986); 
fears about losing their own loved ones (Reisetter & Thomas, 1986); lack of time to grieve 
patients (Vachon et al., 1978; Vachon, 1979; Gray-Toft & Anderson, 1981; Prophit, 1985) 
and the lack of a clear framework for working with relatives (Rosenthal et al., 1980). In 
addition to these factors a number of organisational features have also been linked to high 
levels of stress among nurses caring for bereaved relatives, such as, inter-professional 
conflict (Nicklin, 1987a; 1987b; Steffen, 1980; Scully, 1980), undemocratic management 
styles (Smith, 1989; Slater, 1988; Patrick, 1987), inadequate educational preparation 
(Hockley, 1989; Hingley & Cooper, 1986; Nesbitt, 1989) and poor support (Vachon, 1980; 
Marshall, 1980; Scully, 1981; Hingley & Cooper, 1986).
The stressful nature of working closely with bereaved relatives is likely to differ as a 
function of the characteristics of the clinical setting. In accident and emergency, many of the 
deaths are unexpected and the relatives are more likely to experience unpredictable and 
extreme emotions. The deaths are more like to involve young people and involve greater
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levels of mutilation and level of injury to the body. The researchers who focused their work 
upon this setting emphasised the feelings of vulnerability this engenders in nursing staff, the 
increased sense of helplessness and anxiety and the fear in the face of strong and sometimes 
unpredictable emotions among bereaved relatives (Ashdown, 1985; Wright, 1986; 1988; 
1989; Nesbitt, 1989). The problems of long-term care are different but nonetheless stressful 
(Vachon et al., 1978; Vachon, 1979; 1987; Herschbach, 1992). Working closely with dying 
patients and their families, including children, over long periods of time is very challenging 
and demands great skill and emotional reserves. Vachon's early work found that many nurses 
felt helpless in the face of these challenges and ill-prepared for working closely with 
bereaved relatives. Furthermore, the stresses of this work were often not openly 
acknowledged by those charged with clinical support and supervision.
Research also revealed that stress among nurses working closely with bereaved relatives 
was exacerbated by conflict with doctors (Nicklin, 1987b; Steffen, 1980; Castledin, 1985; 
Vachon, 1987). Disentangling cause and effect poses problems, for example, if all health care 
professionals experience shortage of resources, inadequate support and stressful clinical 
encounters, it is likely that high anxiety leads to increased conflict. Despite this difficulty, 
from the nurses' point of view, problems in the multi-disciplinary team make the work more 
stressful. Nicklin's (1987b) work, using attitude scales with a large sample of doctors and 
nurses, revealed that nurses felt inadequately involved in decision-making and information 
giving to patients and relatives. Nurses, but not the doctors, in the sample reported that their 
work was made more difficult by problems in the team.
Many of the studies highlighted inadequacies in nurse education and training in 
bereavement care (Field & Kitson, 1986; Nicklin, 1987b; Cathcart, 1989; Hockley, 1989). 
The areas cited included a lack of personal awareness and understanding of death and 
bereavement (Slater, 1988; Cathcart, 1989), a failure to fully understand the emotional 
sequelae of bereavement (Nesbitt, 1989; Nicklin, 1987b; Hingley & Cooper, 1986) and a lack 
of communication and interpersonal skills to enable them to deal effectively with grieving 
relatives (Slater, 1988). Recommendations from this research included, increased attention to 
these subjects in the classroom as part of pre-clinical training, workshops encouraging
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discussion of sensitive topics, such as facing distress (Cathcart, 1989; Hockley, 1989), and 
small group work aimed at increasing personal awareness of fears about death and dying.
Research has also linked certain management styles and teamwork to stress. Stress was 
seen to increase in settings where the managerial structure was formal and hierarchical, and 
where there was an emphasis upon physical, rather than psychological care (Smith, 1989). 
The corollary of this was also seen to be true; democratic management, where members of 
the nursing team were involved in clinical discussions and decisions, where the ward leaders 
were seen to be friendly and accessible, and where emphasis was placed upon interaction 
with patients were all associated with lower levels of stress (Smith, 1989; Nesbitt, 1989). The 
message from this literature was clear, team nursing (Gottardi, 1982; Smith, 1989) and a 
ward characterised by a 'talking culture' (Menzies, 1990) reduce stress.
A large number of papers on support in nursing came in the wake of the proliferation of 
literature on stress (Scully, 1981; Webster et al., 1982; Firth & Mclntee, 1984; Richman & 
Rosenfeld, 1987). In the early work on 'burnout', Maslach and Pines (1978) reported that in 
settings where staff received support from colleagues in staff meetings and through 
controlled staff turnover, nurses were able to relate to patients more positively, they gained 
confidence in their roles and were more consistent in their work. They argued that the most 
important element of coping with stressful clinical situations was support. Similarly, Raphael 
(1984, p.405) pointed out, "the nurse needs, in short, care, consolation from others to bear 
the enormity o f much o f the pain and loss and death he helps others encompass".
The provision of formal support groups has received much research attention (Scully, 1981; 
Webster et al., 1982; Richman & Rosenfeld, 1987; Firth & Mclntee, 1984). In 1991 there 
was a special supplement to a nursing journal dedicated to the issue of support (Nursing 
Standard, 1991). Many of the studies reported were small scale and descriptive, reporting on 
the effectiveness of support groups from the point of view of nurses; although the 
methodology of many of the studies was weak, with unsystematic approaches to evaluation, 
there was consensus that they afforded nurses a much needed opportunity to discuss their 
feelings following stressful clinical situations. In their review of the subject, Richman and 
Rosenfeld (1987) suggested that simply participating in a support group is not enough to
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buffer the negative effects of stress; rather they argued for the provision of specific types of 
support, carefully planned within a framework reflecting the demands of particular settings.
Research, which has focused upon problems of providing care for bereaved relatives from 
the point of view of nurses, has highlighted a number of issues. Firstly, the shifts that took 
place in nursing care, in the direction of patient-centred holistic care, failed to fully 
appreciate the emotional costs of closer contact with the suffering of relatives that this 
entailed (Hipwell et al., 1989; LLewelyn, 1984). The repercussions of these changes 
increased the need for an appropriate level of preparation, support and supervision, and 
required sympathetic working relationships within the profession of nursing and between 
doctors and nurses in a democratic ward atmosphere, characterised by a supportive team 
spirit. The research has highlighted the problems that can occur in the absence of these.
1.4 (iii) Problems in providing care for the bereaved: the doctors* perspective.
Research focusing upon the difficulties faced by doctors, when working closely with dying 
patients and their relatives has mirrored many of the themes in the nursing literature, though 
few studies have looked at both groups or drawn links between the research on nurses and 
doctors. Much of the research on the difficulties doctors encounter in their work with 
bereaved relatives has been conducted in the context of stress in medicine, since this aspect 
of their work consistently ranks among the most stressful (Firth-Cozens & Morrison, 1989; 
Firth-Cozens & Field, 1991; Field & Howells, 1988; Firth-Cozens, 1987a, b). Other variables 
associated with stress have been seen to interact with the stress of working with bereaved 
relatives, exacerbating the difficulties; these include; conditions of work and training 
(McKegny, 1989), professional and organisational influences (Firth-Cozens & Morrison, 
1989), inter-professional conflicts (Firth-Cozens, 1995), personality factors (Johnson, 1991; 
Firth-Cozens, 1995) and family background (Johnson, 1991; Firth-Cozens, 1995). Large 
scale studies conducted in the USA (Reuben, 1985) and Britain (Firth-Cozens, 1995) have 
considered two allied issues; firstly the factors that cause a large number of junior doctors to 
experience high levels of stress - 1/2 junior doctors suffer emotional distress above clinical 
thresholds (Firth-Cozens, 1987) and 1/3 suffer clinical depression (Reuben, 1985), and 
secondly, why a minority of doctors continue to experience high levels of stress over
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extensive periods of time in their careers (Reuben, 1985; Firth-Cozens, 1992). It is likely that 
a combination of clinical and organisational factors play an important role in influencing the 
high levels of distress among many junior doctors, especially during the pre-registration year, 
(Reuben, 1985; Firth-Cozens, 1995), and that personality and family factors are important in 
influencing the long-term distress experienced by a minority of doctors (Johnson, 1991). 
Communicating with bereaved relatives ranks at the top of the list of a number of studies on 
stress among doctors and is linked to the greatest fear expressed by many junior doctors, of 
someone close to them dying (Field & Howells, 1988). Those doctors who experienced the 
greatest distress when working with bereaved relatives were more likely to adopt negative 
coping strategies, such as avoidance, detachment and emotional withdrawal (Backer et al„ 
1982; Lonetto & Templar, 1986; Neimeyer, 1988; Firth-Cozens & Field, 1991). The 
combination of emotionally distressing work and negative emotional coping strategies poses 
particular problems for junior doctors, and is linked to lowered quality of care for bereaved 
relatives (Firth-Cozens & Field, 1991). Research reveals that problems are most acute among 
junior doctors, but decrease with age and experience (Firth-Cozens, 1995).
A range of organisational factors have been the focus of research scrutiny in studies 
seeking to disentangle the inter-relationship between clinical and organisation causes of 
stress among junior doctors. These include the stressful nature of medical education 
(McKegney, 1989), poor supervision of junior doctors (Firth-Cozens, 1995; Johnson, 1991), 
difficult relationships with senior staff (Firth-Cozens & Morrison, 1989; Firth-Cozens, 1995), 
fear of making mistakes (Firth-Cozens, 1995), long hours and shortage of resources (Firth- 
Cozens & Morrison, 1989) and conflict between the demands of professional and personal 
life (Firth-Cozens, 1995). Organisational structures in medicine not only fail to contain the 
anxiety of junior doctors, but also fail to transform their contact with distressed patients and 
relatives into empathie understanding and helpful communication (Johnson, 1991).
A number of personal and parental characteristics and childhood experiences have been 
linked to difficulties experienced by doctors dealing with emotionally challenging clinical 
situations. Vulnerability to high stress among doctors has been associated with the following 
childhood experiences; parental impotence, often in the face of severe illness, leading the
87
child to feel helpless; and parental neglect (Johnson 1991). These experiences are linked to 
low self esteem and a diminished sense of selfhood. Brewin et al. (1992) linked vulnerability 
among doctors, to the tendency to self-criticism, the roots of which are seen to lie in poor 
early family relationships. Johnson (1991) argued that these kinds of childhood experiences 
lead to narcissistic disturbances among some doctors, both drawing them to medicine, but 
also making them vulnerable to its stresses. When doctors enter medicine for the unconscious 
motive of dealing with early childhood conflicts they are vulnerable to the problems of 
increased dependence upon patients for esteem, denial of personal vulnerability and 
emotional detachment (Johnson, 1991); in the words of Zigmond (1984, p.70), they shift 
from "helping the 'needy' to needing the helpless". High levels of self-criticism have been 
consistently linked to high stress levels among male doctors (Firth-Cozens 1992; 1995; 
Brewin et al. 1992). Doctors experiencing the highest stress levels were found to have 
'uncomfortable' relationships with parents, characterised by guilt and anxiety (Firth-Cozens, 
1992; 1995; Brewin et al., 1992).
Gender has also been the focus of research scrutiny (Kanter, 1977; Cartwright, 1987). 
Female doctors have higher levels of anxiety and depression (Cartwright, 1987; Firth- 
Cozens, 1990; 1995; Steppacher & Mausner, 1974) and report higher levels of stress (Firth- 
Cozens & Field, 1991; Firth-Cozens, 1995). They are more likely to interact with and 
comfort patients and their relatives (Martin & Julian, 1987), exposing them to a higher 
degree of emotional distress. Those studies that assessed empathy among doctors (Martin & 
Julian, 1987; Firth-Cozens & Field, 1991) found that female doctors had higher empathy 
scores than male doctors. Although there may be a thin line between close empathy and 
overinvolvement (Martin & Julian, 1987), empathie understanding is linked to emotional 
expressiveness and good communications with distressed patients and relatives. However, 
from the doctor's perspective, it is double-edged; it helps in understanding patients' and 
bereaved relatives' emotional experience, but also exposes the doctor to higher levels of 
distress. Firth-Cozens (1995) argued that the high rates of female doctors who abuse alcohol 
is particularly worrying. Johnson (1991) discussed the paradoxical nature of empathy; 
emotional distress among doctors is linked to empathy and good communications, as well as
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stress and lowered standards of care. Those doctors, whose stress levels are linked to higher 
emotional contact and empathy with patients, are often the most gifted in their interpersonal 
relationships with relatives. Johnson (1991) argued that the role of education is crucial in 
encouraging sensitivity, exploring personal conflicts and acknowledging personal limitations. 
This process can transform vulnerabilities into strengths, rather than lead to stress-related 
problems.
A number of recommendations have been made by the researchers in the field, some of 
which have been acted upon. Attention has been paid to the deficiencies in medical education 
in relation to care of dying patients and bereaved relatives, especially the continued lack of 
emphasis upon communication skills and the use of experiential methods of teaching, rather 
than didactic approaches (Lonetto & Templar, 1986; Neimeyer, 1988). Johnson (1991) 
emphasised the importance of channelling empathy into sensitive communications and 
emotional care of patients, arguing that ways should be found of acknowledging childhood 
experiences and vulnerabilities, in an attempt to increase personal awareness and 
understanding and improve patient and family care. Practical guidelines aimed at the 
organisation of medicine, such as the reduction in the working hours of junior doctors, an 
increase in flexible working hours and increased opportunity for part-time working (Johnson, 
1991; Firth-Cozens, 1990) and better career guidance and feedback (Garrud, 1990) have been 
published. Hospitals should also provide better counselling services for doctors, the problem 
of alcohol abuse should be addressed and stress management and self-help strategies should 
be taught in medical schools (Firth-Cozens, 1995). Problems in the sensitive supervision and 
support of junior doctors by senior doctors have been also addressed and the need for 
improved management training for senior doctors recommended (Firth-Cozens, 1995). She 
argued that the impact of high stress levels among doctors on patients, relatives and the 
doctors themselves is not fully understood, and, as a matter of urgency, stress among doctors 
should be part of clinical audit.
1.5 Concluding comments and aims of the research
The social changes of the 1960's and 1970's brought about a shift in the prevailing cultural 
Zeitgeist in the direction of greater openness; discussing previously taboo subjects, such as
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death and human suffering became not only more acceptable, but more expected in some 
settings, such a medicine. During this time, there was also tremendous progress in medicine, 
both in its scientific bases of physiology and pharmacology and in its technology and modes 
of intervention. In the wake of increased success in treating a wide range of medical 
problems, people became more optimistic about its capacity to cure and save life. In this 
context, it became more difficult to find a place for caring, when cure was no longer possible, 
in the case of dying patients and their relatives. Despite the difficulties, changes did take 
place, though it is difficult to disentangle cause and effect in understanding the developments 
in medicine and nursing from the mid 1970's onwards, which placed greater emphasis upon 
caring for dying patients and their relatives. A number of factors played a role, including the 
growing clamour for better care of dying patients (Kubler-Ross, 1970) and bereaved relatives 
(Parkes, 1975), the publication of government reports (HMSO 1985; 1986; 1987) and health 
authority guidelines on the care of bereaved relatives (NAHA, 1987), the enormous 
proliferation in research literature on the processes of bereavement (Bowlby, 1980; Raphael, 
1984) and how to help bereaved people (Worden, 1984), and the increasing desire in 
medicine and nursing to improve the care of bereaved relatives in general hospitals.
The changes have brought in their wake a new generation of problems for doctors and 
nurses, which need to be understood and addressed. Doctors and nurses are expected discuss 
in more open ways a wide range of emotionally distressing issues, with both patients and 
their families; this work, which requires appropriate levels of education, training and support 
and demands great understanding, skill and sensitivity. The emphasis in nursing upon caring 
has enabled that profession to embrace the changes (Benner & Wrubel, 1989); however, the 
impact of the changes was not fully appreciated, and the strains of this work are well 
documented (Hingley & Cooper, 1986; Shouksmith & Wallis, 1988; Claus & Bailey; 1980; 
Bond, 1986). In medicine, where the ethos of caring did not traditionally hold centre stage, 
the problems associated with dealing with dying patients and their grieving relatives have 
also been implicated in the high stress levels among doctors, especially early in their careers 
(Field & Howells, 1985; Firth-Cozens, 1987; Firth-Cozens, 1995). The rewards and stresses 
of taking care of sick and distressed people are closely intertwined. The balance between
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these forces may be precarious, but the implication is that if the anxiety of doctors and nurses 
is adequately addressed and effectively managed early in their careers, then the rewards in 
terms of job satisfaction and the quality of patient care would be great.
In reviewing the literature on these issues, a number of themes emerge. Firstly, there is 
very little multi-disciplinary research, which considers issues common to medicine and 
nursing, despite research findings which suggest similar or related problems. These include 
difficulties in facing emotionally distressing clinical situations early in their careers, 
inadequate educational preparation, limited clinical support and supervision and problems of 
communications within and between professional groups. Secondly, research into ways of 
effectively managing stress has focused almost exclusively upon personal and interpersonal 
support, despite the recognition that many of the problems would more usefully be addressed 
at a professional or organisational level. Nicklin (1987b, p,61) concluded, "there is only 
limited evidence o f managerial methods being employed to combat stress and its sequelae, a 
sad indictment o f a service committed to providing support for others, but apparently unable 
or unwilling to care fo r  itself". Thirdly, there is evidence to suggest that despite the 
proliferation of literature, there has been a failure to understand the complexity of the issues 
and deal effectively with many of the problems (Firth-Cozens, 1995; Johnson, 1991). Finally, 
there has been very little qualitative research, focusing upon the subjective meanings for 
doctors and nurses of their work with bereaved relatives in acute hospitals. Detailed accounts 
provided by doctors and nurses about their work with bereaved people is likely to throw light 
not only upon their views of the important variables influencing and constraining their work, 
but also the way these variable interact. In recognising the problems of much of the 
contemporary research in this area, this project seeks to fulfil the following aims:- 
Research Aims: To describe in depth from the point of view of hospital doctors and nurses:-
1. The nature of the stresses contingent upon their work with bereaved relative.
2. The organisational, professional and bureaucratic constraints, in which they work, and 
which may add to the stresses of dealing with bereavement in a large general hospital.
3. Their preparedness for dealing with bereavement and its repercussions in general hospitals, 
with reference to pre-clinical, clinical and post-qualification education.
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4. The effectiveness of support mechanisms and supervision of their work with the bereaved.
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Chapter 2 Methodology
2.1 Introduction
The 'global research question' (Strauss & Corbin, 1990) of this study focused upon the nature 
of the factors that influence and impede doctors' and nurses' work with bereaved relatives in a 
large general hospital. This question generated a number of related questions, such as does 
nursing and medical education prepare these professional groups for their work with 
bereaved relatives? Is this work stressful? If it is stressful, do the professions of medicine and 
nursing acknowledge and manage the stress? How well does the multi-disciplinary team 
work in relation to care of bereaved relatives? What are the views of doctors and nurses on 
the quality of care provided to bereaved relatives in a large, general hospital? By adopting a 
qualitative approach to research, this study sought to provide in-depth, or 'thick' (Geertz, 
1973) data on the meaning of this work by exploring the experiences of doctors and nurses, 
and developing a new understanding of the complexity of the interaction of the variables 
which influence those experiences, through the process of open interviewing. The emphasis 
of the study was upon the meanings that doctors and nurses ascribed to their interactions 
with bereaved relatives and the important factors, which from their point of view, influenced 
the quality of this work. This was considered in terms of their views of the impact of the 
work upon them, and the impact of their interactions upon the relatives' experience of 
bereavement in hospital.
The search for meaning, or Verstehen, has a long history in social science (Dilthey, 1894), 
although this tradition in psychology has only more recently achieved general acceptance 
(Hayes, 1997). Emphasis upon exploring the subjective meanings of the participants of a 
study in the context of their own environment (in this case, their working environment) is the 
hallmark of qualitative, naturalistic research (Lincoln & Guba, 1985). According to Pidgeon 
and Henwood (1997), it has a number of dimensions, including:- (1) the participants' own 
understanding (2) the researchers' interpretations (3) cultural meaning systems which inform 
both participants' and researchers' understandings and (4) acts of judging particular 
interpretations as valid by scientific communities.
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2.2 Research Design
The arguments for a distinctive qualitative paradigm, with its own characteristics and 
advantages, have been well rehearsed (Henwood & Pidgeon, 1994; Pidgeon & Henwood, 
1997; Hayes, 1997; Denzin & Lincoln; 1998). The growing recognition of the importance of 
the search for meaning took place within the wider context of the quantitative-qualitative 
debate. Bryman (1988) suggests that there are two versions of the debate, one which 
emphasises technical and pragmatic considerations, and assumes that the choice between the 
two is based largely upon the research demands of the problem under examination. The other 
version, the epistemological, holds that "the gathering, analysis, and interpretation o f data 
are always conducted within some broader understanding o f what constitutes legitimate 
inquiry and warrantable knowledge" (Henwood & Pidgeon, 1994, p.227). It was the latter 
version of this debate that influenced the choice of a qualitative research design in this study.
An important component of qualitative research is the fundamental observation that 
multiple interpretations may be placed upon participants' experience, when viewed in the 
context in which they occur and in their full complexity. From this perspective, if researchers 
are to understand participants' experience of a particular context, it is important to scrutinise 
how the situation is perceived from their point of view. Pidgeon and Henwood (1997, p. 251) 
describe this as "seeking participants1 tacit, contextual, "insider" knowledge". This is not to 
suggest that the researcher is trapped in the point of view of the subjects, rather, that the 
researcher is able, at once, both to understand the participants' point of view and stand back 
from it, in order to theorise about it. A further component of this approach is its commitment 
to generating a deep and textured understanding of the situation by adopting an open and 
unstructured approach to data collection. Quantitative research is unlikely to achieve this 
kind of understanding because it relies upon quantification to operationalise pre-existing 
ideas and test previously defined hypotheses; in this way it constrains and defines meaning.
In considering the qualitative-quantitative divide it is important to recognise that a number 
of researchers argue (e.g. Latour, 1987) that they are not mutually exclusive approaches to 
research, but different approaches to ordering and organising complex, unstructured material. 
From this point of view, a wider range of concerns and practices may be preserved as
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legitimate aspects of scientific study. Furthermore, qualitative research encompasses a wide 
range of different approaches to both method and epistemology. This has been discussed by a 
number of authors (Guba & Lincoln, 1994; Harding, 1987; Henwood & Pidgeon, 1994). In 
their review of different versions of qualitative research, Henwood and Pidgeon (1994) 
distinguished three main strands, in terms of the underlying epistemological positions and the 
particular research methods adopted; strand 1 is exemplified by the data display model 
(Miles & Huberman, 1994), strand 11 by the grounded theory approaches of Glaser and 
Strauss (1967) and Strauss and Corbin (1990), and strand 111 by discourse analysis, in its 
various forms (e.g. Burman & Parker, 1993). This study adopts the framework of Strauss and 
Corbin's (1990) grounded theory approach to qualitative research, which developed in a 
particular way the early work of Glaser and Strauss (1967). Their approach emphasises the 
importance of grounding theory in a close inspection of unstructured data, gathered in 
particular contexts, in order to generate a new kind of understanding. This understanding is 
derived from the detailed analysis of the participants' accounts and their local phenomenal 
and social worlds (the context). The aim of this form of qualitative research, in the words of 
Henwood and Pidgeon (1994, p.231) is "the production o f a meaningful account, which knits 
together the multiplicities, variations, and complexities o f the participants' worlds".
Within the grounded theory approach to qualitative research there exist dissenting views, 
which relate to the problem of what exactly grounded theory is grounded in (Henwood & 
Pidgeon, 1997). Hammersley (1989) pointed out that at the heart of the naturalistic paradigm 
lies the dilemma of qualitative method, which arises from a simultaneous commitment to, on 
the one hand, realism (reflecting the participants' accounts and naturalistic contexts) and on 
the other hand, constructivism, which encourages the researcher to be actively involved in 
the creative and interpretative process of generating new understandings. Philosophically 
speaking, theory emerges from both the data and pre-existing concepts in the mind of the 
researcher, and thus could be described as grounded in both these elements. Some 
researchers are reluctant to confront this dilemma head on; for example the more recent work 
of Strauss and Corbin (1990), is criticised for succumbing to the danger of discussing the 
method as if it were a standardised procedure for eliciting the truth (Henwood & Pidgeon,
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1994). Glaser (1992) has argued that their approach, especially their views on incorporating 
hypothesis testing into grounded theory, is no longer true to the basic tenets of grounded 
theory. In their most recent work, Strauss & Corbin (1998) do not refer to Glaser's dissenting 
views. In seeking to address these criticisms, Henwood and Pidgeon (1994) argue for a 
constructivist revision of Strauss and Corbin's grounded theory, because in their view, this 
captures better the essentially creative character of qualitative research. It is this view, with 
the suggested revision (Henwood & Pidgeon, 1994), which has influenced the design of the 
current study.
In order to achieve the goals of the study, the researcher sought, through interviewing, a 
wealth of detailed, rich accounts from doctors and nurses. Open-ended interviews are closely 
linked with the process of grounded research, because their flexibility facilitates the 
elaboration of participants' views. They allow the researcher to explore and develop themes 
introduced by the participants; this process is particularly important when the issues under 
scrutiny are sensitive and difficult to talk about, as in the case of bereavement. Advantages of 
open interviewing have been discussed in the literature (Breakwell, 1995; Mason, 1996; 
Strauss & Corbin, 1990), they include an increased response rate, because respondents are 
more reluctant to refuse to talk to an interviewer than discard a questionnaire, and protection 
against ambiguous or confusing questions or responses, because the interviewer can clarify 
issues, through the interactive nature of interviewing. The problems of reliability and validity 
of open interviews have also been discussed (Oppenheim, 1992; Breakwell, 1995). The 
process of interviewing relies upon the investigators skills in interpersonal communication, 
which is a complex process, influenced by personal, sociocultural and environmental factors. 
Researcher effects, that is the way in which perceived characteristics of the interviewer 
influence the responses of the participants have been the subject of critical review 
(Breakwell, 1995). Cornwell, for example (1984), in considering sources of bias in 
interviews, differentiated public and private accounts that were given to her by her subjects. 
She stressed the importance of building relationships with interviewees to enable the 
researcher to get to the heart of the issues. The problems with open interviews, outlined 
above, were taken into account when planning the collection of data.
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In applying these ideas to the design of this study, the researcher set out to understand the 
experiences of doctors and nurses of working with bereaved relatives in the acute sector of 
medicine. In order to do this, they were encouraged, in open interviews, to describe their 
experiences in their own words, with their own emphasis and explanation, with as little 
interference and intrusion from the researcher as possible. A grounded theory approach was 
adopted to the generation of data and analysis of the findings (from Strauss and Corbin, 
1990). The main purpose of the study was to illuminate doctors' and nurses' experiences in 
the institution under scrutiny; however, it was anticipated that the findings would raise issues 
of relevance to similar settings.
2.3 Site and access to sample
The investigation took place in a large, general, teaching hospital. The hospital was chosen 
because of its proximity to the researcher's place of work, and because senior doctors and 
nurses expressed enthusiasm for, and interest in the research topic. Their role was important 
in facilitating contact with the doctors and nurses who agreed to participate in the study. A 
sample of doctors and nurses of all grades, working in a variety of medical settings, where 
bereavement was an important and relevant issue, was sought. Nurses and doctors of 
different professional ranks and experience were included in order to consider the ways in 
which these differences were important in influencing the experience of working with 
bereaved relatives. Access to the sample was negotiated, in the first instance, through senior 
representatives of nursing and medicine, via the care teams of medicine, surgery and accident 
and emergency. Senior nurses from these care teams were interviewed; these nurses 
introduced the researcher to the ward based nursing teams. The researcher sought the co­
operation of ward based nurses to participate in the study, by describing the study during 
'handover', when a maximum number of nurses were present on the ward, by providing a 
written description of the study (Appendix 4) and inviting nurses to participate.
Access to doctors was facilitated by the senior doctors from each care team. Registrars and 
house officers were not ward based, and access to them was therefore via the 'bleep', which 
they carried. Doctors were 'bleeped' by the researcher whilst they were on duty, and at a 
convenient time the research was described to them, written description of the research was
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given to them, and verbal consent to participate in the study was sought from them. 
Interviews took place in rooms near their practice base during working hours. This enhanced 
the researcher's understanding of their work setting and was convenient for the participants.
2.4 Ethical Considerations
Permission to carry out the research was gained from the hospital Ethical Committee. Letters 
of courtesy were sent to the relevant medical consultants and senior nurses to inform them 
that the study was taking place. All doctors and nurses who expressed an interest in the study 
met the researcher, who described the main aims of the study and what was required of them. 
Informed, verbal consent was sought from those who expressed willingness to participate in 
the research. It was emphasised that participants could terminate the interview at any point if 
they wished, that anonymity and confidentiality of all information were assured, and that 
recordings of all interviews would be destroyed once data analysis was completed.
2.5 Data Collection
Data was collected through the process of open interviews, which lasted about one hour and 
were audio-recorded. An interview schedule was drawn up (Appendix 5), which reflected 
issues considered to be important in the review of relevant literature. This comprised themes 
to be covered, but allowed a high degree of flexibility, and offered the participants much 
scope to pursue their own views. In this way it was possible for unanticipated themes to 
emerge. This approach allowed the participants to describe their views and experiences with 
a minimum degree of guidance and intrusion from the researcher. The themes were selected 
to provide a focus for the interview; this framework allowed respondents to describe their 
point of view and allowed the researcher to seek clarification and pursue further elaboration 
of unanticipated themes. Sparse notes were taken to document non-verbal responses and key 
points made during the interview; field notes were made at other times. The main themes of 
the Interview Schedule were as follows:
a) Preparation of relatives for a likely death
b) Dealing with the aftermath of a death in hospital
c) The stressfulness of communicating with bereaved relatives
d) The support available to staff in the context of their work with bereaved relatives
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e) Education among health care professionals on the care of bereaved relatives in hospital
The introduction to the research interview for each participant was identical (Appendix 6). 
Efforts were made to put participants at their ease and to encourage them to tell their story in 
their own words. At the end of the interview all subjects were given the opportunity to make 
additional points and to ask questions. All interviews were conducted by the researcher, who 
wore neutral clothes and displayed no outward signs of professional affiliation or status.
2.6 Data Analysis
In order to conduct a detailed analysis of the data, the researcher must become very familiar 
with it. This process was facilitated by transcribing the audio tapes and reading through the 
interviews, shortly after each interview was conducted. Each transcribed interview was 
subjected to rigorous analysis using the processes of open coding, axial coding and selective 
coding, as defined by Strauss and Corbin (1990, p.61). The initial process of open coding, 
which deals with raw data, is described as, "The process o f breaking down, examining, 
comparing, conceptualising and categorising data" . Through the process of 'progressive 
focusing', each interview was fragmented into 'slices of data' using a highlighter pen, 
following a line by line analysis of the interview. From these 'slices of data', many concepts 
were derived and labelled. These labelled concepts were then linked together in a logical way 
and from this process of clustering, categories were derived and labelled. The naming of the 
concepts, and later the naming of categories by the researcher was a very important part of 
the process of analysing the data. The label was logically related to the data it represented 
and was graphic enough to quickly remind the researcher of its referent. Code notes in the 
margin of each interview served as a reminder, when attempting to generate new categories 
and this process was continued until it was felt that a reasonable degree of 'theoretical 
saturation' had been achieved, which occurred when, "additional analysis no longer 
contributes to discovering anything new about a category" (Strauss, 1987 p. 21) (See 
Appendices 7 and 8 for an example of an interview transcript, and interview themes of an 
interview, with open coding, based upon hightlighted passages, and margin notes.)
The next stage, axial coding, required the researcher to put the data back together again, in 
new and different ways, by making connections between categories and sub-categories. This
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involved specifying a category in terms of the conditions that gave rise to it, the context in 
which it was embedded, the strategies by which it was handled and managed and the 
consequences of those strategies (Strauss & Corbin, 1990). Open and axial coding are two 
distinct analytic procedures, and during the analysis of the data the researcher moved 
constantly between these modes. They reflect inductive and deductive thinking, that is the 
movement between checking with the raw data and moving away from that data through the 
process of deductively proposing statements of relationships between concepts. Integrative 
diagrams of the relationships between concepts was undertaken at this stage. (See Appendix 
9 for an example of this process; and Figure 1 (p. 103) and Figure 2 (p. 123)).
The next stage of analysing the data was that of selective coding, which involved the 
selection of core categories by the researcher, which were then related to all other categories 
in a systematic way, and which served to validate the relationship between categories. The 
core category referred to the central phenomenon around which all the other categories were 
integrated. The researcher returned to the raw data of all interviews for corroboration of the 
core concepts. Regular referral to the transcripts of the tape-recorded interviews was made to 
ensure that quotes were not taken out of context. The analytic and interpretative process in 
the analysis of the findings combined the meaning that the participants ascribed to their 
experiences and the meaning the researcher found in those words, which reflected the 
researcher's theorising about those views (see Appendix 10 for a fuller description of the 
research process). Presentation and discussion of the findings combined the words of the 
participants and the researcher's interpretation of those words.
2. 7 Establishing rigour in the study: issues of reliability, validity and objectivity.
Issues of reliability, validity, objectivity and generalisability have come under increased 
scrutiny in the context of qualitative research (Brink, 1991; Appleton, 1995; Lincoln and 
Guba, 1985; Schofield, 1989; Koch, 1994; Hinds et al., 1990, Avis, 1995). Lincoln and Guba 
(1985) set out criteria for evaluating qualitative research and establishing standards for 
research rigour, which they argued were as important in qualitative research as they were in 
quantitative research. They provided a framework for considering issues of reliability and 
validity, which preserved the contextual and epistemological differences implicit in
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qualitative research. This framework included consideration of the following four 
parameters; credibility (internal validity), fittingness (external validity, generalisability), 
auditability (reliability) and confirmability (objectivity). Internal validity is redrafted as 
'credibility' where the truth of the account is assessed in terms of the researcher's reflection 
on the research process and the subjects' ability to recognise their lived experiences in the 
research account. External validity takes the form of 'fittingness' or 'transferability', whereby 
the applicability of the descriptive account to other contexts is assessed. Reliability is 
explored through the concepts of 'auditability' or 'dependability'. These refer to the 
researcher's clarification and documentation of all stages of the research process, including a 
full description of the research process and recorded evidence of choices made during the 
analysis of the data. This enables the reader to follow, or 'audit', the researcher's thinking and 
reasoning. The final criterion concerns the neutrality of the evidence (objectivity). This refers 
to the researcher's ability to demonstrate that the findings of the study, and their analysis, are 
firmly and fully grounded in the raw data. From their analysis of the problems they suggest a 
number of practical ways in which rigour can be ensured (Lincoln and Guba, 1985); some of 
these have been subjected to research scrutiny (Koch, 1994; Hinds et al, 1990; Avis, 1995). 
2.7. (i) Checking reliability and validity in this study
In the context of this study, a number of steps were taken to ensure rigour in the research 
process. The researcher checked the internal validity (credibility) of the study by continually 
reflecting upon the research process itself, from the selection of a broad sample to the final 
analysis of the data. Checks on the analysis of the data were carried out by constant 
movement between the raw data and the gradually developing concepts and categories at all 
stages of the study. It was further ensured by the checking and clarification of ideas with the 
participants within the research interview. Time was taken both during and at the end of the 
interview to ensure that the researcher had properly understood the participants' explanations 
and descriptions of the issues under scrutiny. The external validity of the study, which relates 
to the generalisability of findings, is construed in terms of the 'fit' between the situation 
studied and others to which one might be interested in applying these concepts. In the context 
of this study, it is thought that the findings are likely to be relevant to other similar settings,
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since many of the issues raised were broad ranging, rather than simply context specific. It is 
unlikely that the context studied is exceptional in terms of all aspects studied; however, this 
cannot be firmly established by the findings of this study. Reliability, explored through the 
related concepts of 'auditability' and 'dependability', was addressed through the careful 
process of documenting the research method and choices made throughout the research. In 
terms of the analysis of the data, the researcher highlighted passages from each transcribed 
interview, these were then linked in terms of concepts, which were labelled. The researcher 
then linked the labelled concepts together to form more encompassing categories, with the 
aid of margin notes. This process can be scrutinised and in this way the checking and audit of 
the research process is facilitated (see Appendix 10 for a fuller description of the research 
process). Finally, the neutrality of the evidence (objectivity) was addressed by constant 
recourse to the raw data, that is the words of the participants, in an attempt to demonstrate 
that the thematic analysis, overall findings and conclusions were firmly grounded in the data 
(see Appendices 7, 8 and 9 for examples of analysis of interview data). Full transcripts of 
interviews are available from the author.
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Chapter 3 Findings: The Doctors' Story
3.1 Introduction
The main principle guiding the selection of the sample was that the doctors worked in a 
large, busy general hospital, in settings where their work included regular confrontations with 
bereaved relatives. It was important to interview doctors of all ranks to ensure breadth of 
perspective and the development of a picture from the point of view of doctors at different 
stages in their careers and in different positions of responsibility. The story line was 
developed by building up a picture through interviews with doctors from three teams; 
medicine, surgery and accident and emergency. A coherent and full picture gradually 
emerged in interviews conducted with 28 doctors; comprising 17 junior doctors -7 male, 10 
female, (JD (m) or (f) 1-17); 5 registrars (R 1-5); and 6 consultants (C 1-6). 9 were from the 
medical team, 13 from the surgical team and 6 from Accident and Emergency (see Tables 1, 
2 and 3).
Professional Grade Medicine Surgery A&E Total
Consultant (C) 4 1 1 6
Registrar (R) 1 2 2 5
House Officer (JD) 4 10 3 17
_______________________________ 9_____________ 13___________ 6________ 28
Table 1 Professional grade and medical setting of sample of doctors
Age of sample Number
20-29 years 17
30-39 years 5
40-49 years 4
50- years 2
28
Table 2 Age of doctors
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Professional prade Male Female
Consultant 6 0
Registrar 
House Officer 7
5
10
0
18 10
Table 3 Sex and professional grade of doctors
The interviews explored the following themes, derived from a critical review of the 
literature: the roles and responsibilities of doctors viz-a-viz bereaved relatives; the difficulties 
doctors encountered in this work; the extent to which doctors found this work stressful; the 
support and supervision that doctors received in their work with bereaved relatives, and the 
extent to which their professional education prepared them for this role. The data from these 
interviews were subjected to rigorous analysis, many concepts were derived, and from these 
concepts the following categories emerged:- Core Category 1.
Recruiting and training 'good scientists' Care or
2. 'Thrown in the deep end' - confronting the paradoxes of medicine treat?-the
3. 'If you can't stand the heat in the kitchen...' - limited support and supervision uncertain
4. 'Machismo' attitudes - gender and medicine ethos of
5. A 'raw deal' for bereaved relatives medicine 
Pervading all of the categories was the core category, which was found to link the categories, 
and provide a framework for their integration. This central category is referred to as ’care or 
treat? the uncertain ethos of medicine’, and is represented diagrammatic ally (Figure 1). 
What emerged from the doctors' interviews was their recognition of the changing ethos in 
medicine, towards more open dialogues with patients and relatives, including dealing with 
the aftermath of death. The doctors recognised that this work demanded good communication 
skills; there was consensus that it was difficult and challenging work, for which many of 
them felt ill-equipped and poorly supported. From the doctors' descriptions, it became 
increasingly clear that there was an inherent confusion, or conflict about what lies at the heart 
of medicine, which pervaded all aspects of medical education and practice. The conflict 
related to what is important in medicine, for example, should taking care of bereaved
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relatives or seeking out test results for a very sick patient, be given higher priority? Doctors 
sought to resolve these conflicts in different ways; all the doctors, however, were able to 
articulate medicine's ambivalence towards caring, as opposed to treating, in their own way. 
These differences related to gender, seniority and contrasting personal styles.
The order in which the categories are discussed reflects the logical development of the 
story line, reflected in the way in which doctors made sense of their work and its dilemmas. 
It also reflects the process of professional socialisation in medicine, beginning with 
education, followed by the early years of practice, and increased experience and 
responsibility. The category of 'gender and medicine' links to all categories, but was 
considered after 'limited support in medicine', since it was here the links were most clearly 
emphasised by the doctors. The categories were considered to begin with in terms of the 
impact on doctors and then in relation to the quality of care provided for relatives. Finally, 
the core category, 'the uncertain ethos of medicine' is discussed, and serves to integrate 
themes derived from all categories.
3.2 Recruiting and training 'good scientists*
In describing the dilemmas inherent in medicine, which were highlighted by the problems in 
working with bereaved relatives, the doctors' story began in the classroom. It was here that 
the doctors were first exposed to the professional ethos of medicine, for example, in terms of 
what is regarded as important in the medical curriculum. Medical education was seen to 
emphasise its scientific basis, with particular attention paid to the biological and technical 
aspects of disease and treatment. Hard' science was seen to give medicine a solid foundation; 
in this context, many doctors reported finding it difficult to take the social and psychological 
parameters of health seriously; these were seen as 'soft options'. Social and psychological 
aspects of bereavement played a minor role in the pre-clinical medical curriculum; there was 
limited discussion of the communication challenges of breaking bad news to patients and 
relatives, and little time dedicated to the development of communication skills. When these 
issues were discussed many doctors found they were not well taught, or, given the general 
thrust of the curriculum, they found it hard to take them seriously.
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The main criterion for the selection of medical students was an excellent academic track
record, in science subjects, with less attention paid to personal suitability and motivation;
senior doctors reflected upon the apparent contradictions and problems inherent in this. 
"Doctors are equipped to deal with scientific facts. Selecting the best academically qualified 
candidates may not be the best way to get good doctors. Perhaps we should select medical 
students who could deal with the job. Many medical students don't know what they are letting 
themselves in for. I  had a junior doctor who just couldn't cope, it wasn't his fault". (R 4).
Doctors described the 'machismo' and competitive atmosphere of medical education,
which militated against sensitive consideration of the psychological aspects of medicine, and
the difficulties of working with problems, for which the biological basis of medicine offers
no solutions, such as the care of dying patients and their relatives and dealing with the grief
of suddenly bereaved relatives. Doctors commented upon the problems of teaching these
issues in large classes, early in the pre-clinical education programme.
"It is hard fo r  doctors, they have to contend with a strong stereotype; the professional,
detached, non-emotional, which makes it hard fo r  them to deal with death it is very
difficult because the attitudes against care are so well rooted. That is why teaching in this 
area is so difficult, it is so hard to get students to take it seriously". (R 5)
"The whole atmosphere was difficult and embarrassing. You have to labour the point with 
medical students who don't really want to listen". (JD (m) 12)
The doctors were highly critical of the pre-clinical teaching on the subject of death, dying
and communicating with bereaved relatives. Their criticisms focused upon the quality,
content, style and timing of the course (during the second year of pre-clinical studies), which
they argued was too early for its importance and relevance to be fully grasped.
"Pre-clinical teaching was awful, and there was a very poor turnout fo r  the subject o f 
bereavement. We had no patient contact and we were itching to see a patient. The last thing 
you want is to be crowded into a lecture theatre to think about bereavement. The problems 
are all so remote. It should be later in the course, when it makes more sense. It was a total 
waste o f time, not at all mentally stimulating". (JD (m) 14).
"The scientific aspects o f grief are very difficult to relate to; the role play didn't feel real. I  
can't see how we are ever going to get to grips with it as medical students, because we can't 
have real experiences as students. Atmosphere was all wrong, so you couldn't take it 
seriously". (JD (f) 19)
The bereavement class at the moment is pointless, it's not at the right time. They must take 
place after you realise there is a problem, that it (bereavement) is a difficult clinical issue, 
otherwise they can't take it seriously. They can't see the relevance if  it is brought in too early.
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You need to live through these things before it is covered in psychology and psychiatry. 
Unless you have life experience, it won't have any impact on your attitudes". (C 2)
The junior doctors, unlike the senior doctors, felt that the failure to consider the human
side of illness in the pre-clinical teaching programme was of limited significance, because it
simply was not a subject that could be taught in a lecture theatre. The context and the general
thrust of the syllabus, with its emphasis upon the biological, not psychological basis of
medicine, militated against this. They argued instead that the only way to learn is by doing it. 
"I had no guidance, just the experience o f doing it. I  learnt something during my week ofGP  
training. I  have never had any instruction, but if  1 had, I  can't say it would have helped, the 
big difference is doing it". (JD (m) 14)
"I don't know about lectures, we didn't really have any that helped. What you need is 
someone who is very experienced sitting in. You should learn by sitting and watching people 
do it, who know what they are doing". (JD (f) 6)
The senior doctors adopted a longer term view in their analysis of the problems of early 
classroom teaching about dealing with the grief of bereaved relatives. They suggested that 
the problems of the pre-clinical teaching should be addressed because it was an important 
opportunity to introduce medical students to the problems of communicating about death and 
dying. Most senior doctors argued that communication lectures rest uneasily within the 
general ethos of early medical education, where the emphasis is upon biological facts and 
training in technical skills. There is little attention to patients as people; rather they are de­
humanised in the laboratory and classroom. It is important to place the problems that students 
have in recognising the importance of the subject of bereavement in this context.
After five years of medical education, junior doctors spend one year practising medicine 
before they formally register as doctors (the pre-registration year). During this time doctors 
assume clinical responsibilities, whilst attending a continuing education programme. Faced 
with real and painful clinical situations, they recognised the urgency of their need for help 
and guidance in their work with dying patients and relatives and were thus highly receptive 
to teaching input and supervision. However, many felt that just when they really needed it, 
good clinical supervision and formal teaching were absent; because of this they learnt 
through trial and error. In this way, junior doctors gradually developed their own personal
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style, though they acknowledged that this resulted in many errors, to the detriment of patients 
and relatives.
"It was absolutely appalling, there was no training at all in the pre-reg. year. My first couple 
o f times I  did it very badly, I  was just called in to see relatives, and I  just didn't know how to 
do it at all. I  just picked it up as I  went along. What helped was talking to nurses. That's one 
thing I  like to see changed here. Let people come with us, doctors and nurses. Get people to 
see how we do it. Students might be embarrassed, but it is the best way". (R 5)
In discussing the problems of poor teaching and supervision during the pre-registration year,
senior doctors acknowledged that because of the lack of resources, many junior doctors were
used as essential hands, a key part of the workforce; this defeated its object, which was to
emphasise education and facilitate the gradual assumption of clinical responsibility, through
close supervision by senior staff. The junior doctors emphasised the high level of clinical
responsibility, the lack of adequate clinical supervision and teaching opportunities that
characterised their early careers. Service requirements were over-riding educational needs. 
"The pre-registration year at the moment is abysmal. The only reason we call it pre­
registration is because European training is 6 years, so we make up 5 years o f our training 
with one year as housemen. It is supposed to be more education, but service demands are so 
great there is very little opportunity for further education. Formal education in this area is 
abysmally minimal, we need more formal teaching, we can't treat housemen as part o f the 
medical team, but it is hard to take them out". (C 2)
"They should be taught and supervised when they are doing their first job. I  haven't thought 
about this before, for first year housemen, service commitment dominates, we should tip the 
balance in favour o f education. Junior doctors have a fear o f the unknown, they don't know 
what to do, there is a lack o f guidance, a lack o f mentorship. It is a situation o f not knowing 
and fear, and the work is intrinsically sad, people therefore try to avoid it. Most learning 
here takes place by being thrown in the deep end". (C 3).
All the doctors agreed that the best time to acquire and consolidate skills for working with 
bereaved relatives was during the pre-registration year; in addition to this, senior doctors 
argued that students should be introduced to the problems of bereavement and human distress 
early in their medical education, during their pre-clinical classroom education. The emphasis 
upon the caring side of medicine would thus serve as a counterbalancing force to the 
scientific components of the curriculum, providing a more rounded educational basis.
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Finally, in taking a broad view of medical education and the way it prepares doctors to
care for bereaved relatives, a number of senior doctors discussed the confusion inherent in
much of the medical curriculum about the central ethos of medicine. Does care lie at the
heart of medicine, or should the emphasis be upon cure, science and acquiring technical
skills? A number of the consultants felt that many of the problems in medical education
reflected the failure of medicine to address the inconsistencies inherent in this dilemma. As a
consequence medical students are selected largely on their ability to deal with scientific facts;
this is further confirmed by the emphasis during pre-clinical education upon the scientific
and technical aspects of medicine. However, during the pre-registration year, there is a
culture shock, when junior doctors are confronted with a high degree of human suffering,
which demands a capacity to make emotional contact with patients and families.
"Medical education in this area is inadequate. We traditionally ignore the role o f the doctor 
as carer. Medical students are very ill-prepared in this respect. " (C 4).
"You can't teach anybody to be caring; but you can train people to deal with bereavement. 
This is seen as a 'wet' subject, peripheral to the main subjects by medical students. This is so 
difficult, it is central to the curriculum and the rest should be built around it", (C 6)
3.3 Throw n in the deep end1: facing the paradoxes of medicine:
During their early years of clinical practice, the junior doctors found that the conflicts about 
what lies at the heart of medicine were brought home in a powerful way. One of these 
paradoxes relates to the mismatch between the emotional realities of their working lives and 
their education, which failed to alert them to this reality and prepare them for it. In addition 
to this, in the pre-registration year, there was a failure to provide clear guidelines for working 
with bereaved relatives, clinical supervision or structured clinical teaching, despite the fact 
that junior doctors would have been receptive to this, because its relevance and importance 
could no longer be underestimated. It was during the early months of their careers that the 
doctors experienced the difficulties of working with bereaved relatives most acutely. Many 
reported feeling poorly equipped and unskilled to deal with the demands of grieving 
relatives. When describing their early months working as junior doctors, metaphors about 
'feeling at sea', 'out of one's depth' or 'thrown in the deep end' abounded. The strong message 
coming from junior doctors about their work with dying patients and bereaved relatives was
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that they were left, often floundering, to deal with a wide range of emotionally challenging
situations, with neither appropriate skills nor adequate support. Many suggested that they
learnt largely by trial and error, with neither clinical supervision nor clinical teaching; they
made many errors, which was difficult for them, patients and relatives.
"It was absolutely appalling, there was no training at all. My first couple o f times I  did it 
very badly. I  was just called in to see relatives, and I  just didn't know how to do it at all. I  
just picked it up as I  went along. I  felt absolutely out o f my depth". (R 5)
"It was bad during my first year as a House Officer. A few times I  was completely on my own 
from the start; from the word go. It was difficult I  had to work on my own without any 
guidelines. I  found myself facing relatives, and not knowing what to say. I  fe lt completely at 
sea". (J D (f) 16)
Facing highly emotionally challenging clinical situations with limited personal skills,
working long hours and having to contend with lack of resources and lack of support were
sources of great stress. This stress seemed to be at its greatest during the most junior period,
although some of the registrars complained that they also worked under unrelenting pressure. 
"This is very difficult work. I  find it very difficult. I  get very anxious before I  have to talk to 
bereaved relatives; whenever I  do I  get very upset". (JD (f) 1)
"It's awful to have to say to a relative, 'he's died'. It's awful, you just sit there and all you can 
do is let the relatives talk". (JD (m) 14)
It's stressful, very stressful. I  hate it; it's horrible. I  don't feel I  can give the patients the 
benefit o f my experience. It's very distressing, very distressing. There's not a lot you can say. 
You can't reassure them, you can only share in what they are losing. That is very 
distressing". (R 6)
"This work ranks near the top o f stress, it is immensely stressful. Often you don't even realise 
how unrelenting and pervasive the stress is, you acclimatise, without even knowing it". (R2)
Junior doctors played a supportive role in preparing patients and their families for a poor or
uncertain prognosis; however, they often bore the greatest burden of dealing with the
immediate aftermath of death, including sudden, unexpected deaths, which often occurred
'out of hours', and as part of the 'cover' system, when junior doctors found themselves 'on
call' in a number of clinical settings, working with families they did not know. There was
consensus among the doctors that 'out of hours', sudden deaths caused the greatest distress to
many junior doctors. They found that they had to break bad news to relatives, whom they did
not know, in unfamiliar clinical settings; all of this in the context of being exhausted.
I l l
"You may find that you come to talk to a relative at 5.30 in the morning, when you are 
exhausted. It's hard to be understanding, when you can't actually face talking to anyone, let 
alone a bereaved relative, because you are simply too tired to talk". (JD (m) 4)
"I can't imagine that we deal with the area o f unexpected deaths very well in this hospital. It 
is an unfair burden on young doctors in their twenties". (C3)
"The brunt o f this work (dealing with unexpected deaths) falls on the shoulders o f very junior 
doctors and nurses. It is a great burden indeed. Many problems, both fo r  the doctors and 
the relatives stem from this". (C2)
Some senior doctors also spoke of the unrelenting pressure of working with grief.
"Most o f us find this work very difficult. Two extremes are the hardest to deal with: relatives 
who become hysterical, and who wail, often people from the Mediterranean or from Afro- 
Caribbean families, or those who are silent and withdrawn. You can't communicate with 
either o f these groups. This is one o f the most stressful aspects o f our work more emotionally 
stressful than anything. It is worse than intellectual challenges. You can't plan what you are 
going to say before you go in, it's all very unpredictable and very stressful. Then after the 
death we have to go straight out and deal with something else. We might then go to someone 
with a small cut, and all I  want to do is scream, 7 have just been trying to save a baby's life'. 
It's all very stressful and very difficult, because it builds up". (R2)
During the pre-registration year doctors gradually developed their own way of working and 
their own solutions to the problems they faced. Many suggested that by the end of their first 
year they did feel more confident dealing with bereaved relatives, but the route had been a 
painful one. Some sought to avoid or minimise contact with anxious relatives, others 
embraced this work, as lying at the heart of medicine. However they resolved these issues, 
there was a high degree of consensus among junior doctors, that support during this period 
was limited. Had they felt more supported and given more clinical guidance, the passage 
from medical student to fully registered doctor would have been less stressful.
3,4. "If you can’t stand the heat in the kitchen11 - limited support and supervision.
Many of the junior doctors felt that there was unspoken pressure upon them not to admit how 
difficult they found their work with dying patients and bereaved relatives; that as doctors 
they had to appear efficient and confident. One of the doctors referred to this as a sense that 
"if you can't stand the heat in the kitchen, you should get out". None of the junior doctors 
suggested that this was ever said, rather that this characterised the prevailing atmosphere, 
though the interviews with the consultants provided little evidence to support this view.
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"Many junior doctors are afraid to open up because they fear that it shows weakness. It is 
stressful work and you do it better if you have support. There is a widespread problem; it is 
appalling but there is a conflict o f interests in the competitiveness among junior doctors. 
They are worried if they say they are stressed, because they think it will be reflected in poor 
references, that it will be seen as a weakness. Good doctors are not impressed with that kind 
o f competitiveness, they are impressed with kind and understanding people, they get good 
references. We are not only interested in good technicians", (C6)
Whether or not their fears are well-founded, the junior doctors described their sense of
finding it very difficult to talk about the stresses of their work with bereaved relatives and of
the limited formal or informal support and supervision in this work from experienced staff. 
"Being in the middle o f it on your own is very hard. You have to face anger, outrage and 
disbelief, even though you are inexperienced and unsupported". (JD (m) 11)
"Most o f us are decent people, educated, kind people, who are facing a job that has got to be 
one o f the most difficult. We are inexperienced and unskilled, but we are just told to get on 
with it". (JD (m) 10)
"I tried once talking to my registrar, he said, 'it's just your first death, you'll get used to it'. 
He simply played my upset down". (JD (f) 13)
Two themes emerged in the context of understanding the meaning and significance of the
perceived lack of support for junior doctors. Firstly, the implication that struggling with
difficult aspects of work with bereaved relatives implied incompetence or an inability to cope
with work demands, which engendered feelings of unacknowledged shame.
"We feel in need o f support ourselves, but we don't get it. Support is not available here......
We are too ashamed to admit stress. There are two options - not address it, or talk to friends 
and relatives. Medicine has a very competitive atmosphere". (JD (f) 13)
Secondly, some doctors suggested that they feared acknowledging their distress to senior
staff, because it would be construed as weakness or incompetence and would therefore
jeopardise their references and future career prospects. It was thus important to be seen
publicly as coping well, which militated against seeking advice, support and supervision. 
"Although my consultant is the nicest man you could meet, but I  think definitely here to look 
as if you were overwhelmed would be a sign o f weakness, there is no doubt about that. 
Whatever anyone said, it would be perceived as a sign o f weakness, and would tinge 
everything. So you subconsciously constrain the degreee by which you can be upset". (JD 
(m) 10)
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"You can't even admit you want support, it doesn't look good when you want a good 
reference to admit to anxieties in dealing with death, so you certainly don't turn to your 
superiors for support". (JD (f) 6)
"A lot o f the time you can't say you are under pressure. You're stressed - you should be able 
to. You 'bottle it up' or you find other outlets. But you are under a lot o f pressure not to say 
anything. You have to present an efficient and competent face to the consultant or the 
registrar, one that is trouble free". (JD (f) 16)
Running against this trend were the views of a minority of doctors, all working within one
speciality, who were positive about their support and clinical supervision. In this team, there
was a great deal of confrontation with death, and the need for clear guidelines on how to
work with relatives and a supportive team culture were seen to be of paramount importance. 
"There is great support and camaraderie among the team members. We all know each other 
well, and we have a weekly support group. The team is good and we all support each other 
across professional boundaries. Often junior staff have to break bad news, so it is very 
important to get support. It's (stress) made more bearable". (JD (f) 17)
"We lay great emphasis upon team work and clear guidelines here. The work with bereaved 
relatives is structured, we provide clear guidelines about what is OK ", (Cl)
3.5. ’Machismo* attitudes: Gender and Medicine
Linked to the notion of the 'machismo' atmosphere within medicine are differences in views 
expressed among doctors as a function of gender. The professional constraints against 
expressing distress and seeking support from senior staff were experienced more acutely by 
the female doctors. Their preference for developing more extensive relationships with 
patients and their families exposed them to more stress and an enhanced need for support. 
This was recognised by both female junior doctors and more senior (male) staff. The 
differences in the views expressed by female and male doctors about how they viewed their 
work with bereaved relatives was remarkable. These differences seemed to become apparent 
in medical school, and continued in the early years of medical practice. Although both male 
and female doctors emphasised their view that medicine, including medical education, was 
pervaded by tough minded, competitive, 'machismo' attitudes, which made it difficult to 
acknowledge problems in talking to bereaved relatives, the impact of this reality upon their 
experiences and their working style differed.
"Being a female doctor is alright as long as she behaves as a male; this is a male 
profession". (JD (f) 2)
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"It is hard fo r  doctors, because they have to contend with a strong stereotype; the 
professional, detached, non-emotional person, which makes it very hard for them to deal with 
death. It is even harder for male doctors. We need to get closer to patients and relatives, but 
it is difficult because the attitudes against this are so well rooted; but as a society we are 
changing. We don't have the James Robertson Justice view o f the doctor any more, but things 
are still difficult and unclear. " (R5)
We camouflage our feelings to somehow make ourselves seem more professional, more 
tough, more strong, but that can leave us seeming cold, distant and uncaring". (C6)
Caring has traditionally be thought of in terms of feminine attributes, or at least
stereotypically associated with females. Indeed, one of the male junior doctors saw caring as
a female characteristic, and used this as the main ground for seeing the profession of nursing,
with its largely female workforce, as essentially a caring profession, in contrast to medicine. 
"Nurses know the relatives better; they are kindly, caring and maternal. Doctors are more 
figures o f authority, and are not so approachable. Nurses are human beings; they are not 
such great intellectuals. Doctors are more interested in hearts and livers rather than 
patients and their relatives". (JD (f) 1)
Nursing as a more 'feminine' profession, was also seen to care more about its staff,
"Nurses get lots o f support, but there is no support for doctors". (JD (f) 2)
"Nurses do play an important role, but they are supported, they have special counselling, 
they have discussion groups. Doctors have no support at all". (JD (f) 13)
The female junior doctors, like their male colleagues, acknowledged the tremendous
pressure on them; they, too, felt constrained by time, shortage of resources, the organisational
constraints associated with 'night cover' and the problems of having patients on up to seven
different wards. However, the females differed in the way they dealt with these conflicts.
Unlike their male colleagues, despite these pressures, they nonetheless gave priority to their
work with distressed relatives. Not only did they insist on finding time, they redefined the
nature of their work, emphasising its caring aspects, to take account of their responsibilities
to bereaved relatives. In emphasising that care should lie at the heart of medicine they
stressed the importance they placed upon the relationship between doctors, patients and
relatives.
"If you don't talk to patients and relatives, it is as though you don't care. It is one o f the most 
satisfying, but one o f the most neglected parts o f the job". (JD (f) 1)
"I go out o f my way to talk to relatives; about half ask to speak to me and about half I  make 
an effort to talk to myself. It is an important part o f the job, not something that I  mind doing.
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To begin with I  did a lot o f talking, now I  have learnt the value o f listening, now there is 
more silence and I listen. I  deal with relatives' anxieties; and I  offer reassurance about 
adequate pain control”. (JD (f) 15)
"I try to keep relatives up-to-date, and maintain an ongoing relationship with serious cases, 
right from the beginning. I  try to make myself available. There are many difficulties when 
talking to relatives, but you can't ignore the problems, they represent the greatest challenge 
to the medical profession. You have to earn the respect o f relatives”. (JD (f) 13)
"The way things are handled at the time o f death determines later grief reactions, so I  give 
relatives lots o f time to just talk. Time is what they want, I  sit with them, stroke their hair, 
hold their hand. It is the doctor’s role to give information, to let them express their feelings, 
to give emotional support and reassurance about pain". (JD (f) 17)
These views contrasted with the compromises adopted by many of the male doctors.
" 1 can’t talk to relatives at all, I  am too busy. People think you are thoughtless, but you have 
to prioritise; prioritise medically and legally, other things have to be dismissed. I  think that's 
what people simply don't understand”. (JD (m) 4)
The greater emphasis that female junior doctors placed upon caring for bereaved relatives
exposed them to greater human suffering and the stress associated with that. This led them to
feel the need for support more urgently, and to feel the its lack more acutely.
"We feel in need o f support, but we don't get it. Support is not available here. Nurses get a lot 
o f support, but there is no support fo r doctors. We as a professional are too ashamed to 
admit stress. There are two options; not address it, or talk to your friends. Medicine has a 
very competitive atmosphere; women can talk, but the men can't talk". (JD (f) 13)
The culture of medicine seemed to clash more obviously with the views of the female junior
staff, and their emphasis on caring, not only because they thought that medicine should
concern itself with caring, but also because caring for distressed relatives was their preferred
style of working. These differences were commented upon by some of the senior doctors. 
"There are male-female differences in this area. Ladies are particularly good at the human 
side o f medicine. They find it more stressful, and they find it much more difficult to hide their 
emotions, but they are better at communication, they are easier to talk to, and they therefore 
expose themselves to greater levels o f stress. But they are seen by the public to be more 
approachable; male doctors appear more aloof. (C3)
"I've never thought o f it before, but it may be why the nurse is better, they haven't got this 
stereotype (in medicine) to contend with. They are allowed to be upset with a patient. 
Gender is very important. I  am aiming to be more like female nurses when I  talk to patients 
and their relatives". (R5)
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3.6 A 'raw deal* for relatives
Most junior doctors struggled to provide a good service to relatives; however, all were able to
cite examples, in which bereaved relatives were let down by the service. They were let down
by a service that is under-resourced, by doctors who are inexperienced, overworked and
poorly supported and by organisational and professional structures that do not facilitate good
practice. This is not to say that bereaved relatives generally receive poor care; many receive
excellent care, rather that some suffer as a consequence of the constraints to be discussed.
The phrases, 'fall through the net', 'raw deal in this hospital', 'relatives get short-changed' and
'patchy service for relatives' exemplified the way that many doctors described the problems.
In the early years of their careers doctors are inexperienced, yet assume a high degree of
clinical responsibility with relatives, often with limited supervision and support. The learning
curve during this year is very steep; from the doctors' point of view it is often a stressful time.
The service provided for relatives is also likely to suffer from mistakes or clumsy
communication made by doctors learning 'on the job' at the beginning of their careers.
" 1 remember on my second day as a house officer the consultant looked up at me and said 
that the patient had breast cancer and told me to tell her and her husband. As I  walked to her 
I  thought, 'How? What shall I  say'? I  managed somehow, but it was not good fo r  me and 
certainly not for them''. (JD (m) 14)
"The first couple o f times I had to talk to bereaved relatives I  did it very badly, I  was just 
called to see relatives, and I just didn't know how to do it all. " (R2)
Senior doctors also acknowledged the problems for junior doctors, especially sudden deaths, 
"The brunt o f this work falls on the shoulders o f junior doctors. It is a great burden indeed. 
Many problems for the doctors and for the relatives stem from this". (C2)
One way of dealing with the problems associated with talking to anxious and distressed
relatives is simply, whenever possible, avoiding spending time with them.
"Every minute we spend talking to a relative we are not with someone who is really sick, 
relatives are short-changed, there is no doubt about that. " (JD (m) 10)
"There is a 'chicken' way o f doing it, in the ward round, not giving someone adequate time to 
speak to you. Does that sound callous? That's the way it is" (JD (m) 11)
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"The most unsatisfactory situation is the morning ward round, when we sweep past and the 
relative is there, and someone bellows from the end o f the bed. I  don't think things are very 
good here". (JD (m) 10)
It is important to emphasise that inexperience is not being equated with poor care; some 
inexperienced junior doctors may provide excellent care for relatives; rather, to describe, 
from the point of view of doctors, the problems that they encounter in their work with 
bereaved relatives and the consequences for the care of relatives. Junior doctors described the 
pressures that constrain their work with bereaved relatives; these include the shortage of 
resources, their long working hours, the lack of time and the problems of 'out of hours' 
deaths, especially unexpected deaths.
"Unexpected deaths are not dealt with well in this hospital. No more is done fo r  unexpected 
deaths than for expected deaths, though they need much more. The hospital is not addressing 
the needs o f people suddenly and unexpectedly bereaved, though I  do know that it is simply 
very difficult to deal with this group". (R3)
Junior doctors described the problems associated with having patients on a number of
different wards, which makes it very difficult to get to know either patient or relative.
"It's the set-up here. I  have patients on seven different wards. There is not one patient that I  
know well, let alone relatives. There is not time to talk to relatives, unless I  am asked to. 
You're doing a job, but not the job you should be. Maybe I've got it wrong, but there is no 
time to talk to relatives here". (JD (f) 15)
The shortage of time, among overworked junior doctors was cited over and over again as
they explained why they spent little time talking to distressed relatives.
"Relatives are limited by the fact that you get bleeped three times in an interview, while you 
are trying to talk to them. They see the problems as well as you do". (JD (f) 15)
"I can't talk to relatives at all, I  am simply too busy. People think you are really thoughtless, 
people should come around with me and see what it is really like". (JD (m) 10)
"For three months I  was 'on take', that was very difficult. I f  you are called to come up and 
see relatives, you don't know them or their circumstances. It's all very difficult and you can't 
do them justice". (JD (f) 1)
"Sudden deaths when you are 'on call' are very difficult. You have to cover, even though you 
don't know anything about the situation". (JD (f) 17)
"The problem here is the 'crossover arrangements'. I  know this can't be changed, but it 
means that when a doctor is on 'cover', the doctor may know little or nothing about the 
family. It is an area we should tighten up on. What we are trying to do is make the best o f a 
bad job. I  think this is not followed-up at a high enough level, many relatives want
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reassurance and support from high up the medical hierarchy. Most people want to see the 
boss; they want it from the horse's mouth. The problem is here there is no way o f doing that". 
(C3)
A further way in which many doctors, particularly senior doctors, felt that relatives got a
'raw deal' related to the lack of communication between hospital and community services,
such as general practitioners. This meant that vulnerable bereaved relatives may receive no
community support at all; they may be 'lost' between hospital and community based services. 
"1 see many vulnerable bereaved relatives leave this hospital, like an elderly, remaining 
spouse in a long-standing marriage. With the hospital structure as it exists at the moment the 
service is very limited. It's all very inadequate. What we need is a more personalised service. 
The truth is many vulnerable bereaved people slip through the net". (C6).
"All this should be community-based. GPs should play a central role, but at the moment the 
whole system works by chance. Many doctors don't contact the GP. Its rather a case o f 
some things filtering through. What we really need is something built into the community. 
There is a gap between what should happen and what does happen, a case o f drift". (C5). 
"Community services are run on such a shoestring. The service is quite pathetic - bankrupt. 
No continuity o f care. This team is never able to keep any kind o f contact. Continuity o f 
care? It just doesn't happen". (C4).
"Follow-up relies heavily upon good communication with the GP. I f  you know the GP and 
have a good working relationship with him then things can work well. But there are constant 
complaints about poor communication between consultant and GP. In the case o f unexpected 
deaths the houseman will contact the GP about the cause o f death, but there is no detailed 
contact on a verbal level. This is one area where there is great room for improvement. The 
service is patchy; there are many ways that we could do things better. There is no formal 
mechanism linking the consultant with the GP; the doctor and the community". (C3).
3.7 ’Care or treat?* The uncertain ethos of medicine
The core category, which runs through the other categories, is referred to as 'care or treat? - 
the uncertain ethos of medicine. It reflects the perceived ambiguities in the philosophy of 
medicine, which are highlighted by the problems of working with bereaved relatives. The 
doctors recognised a move towards more open communication about death and bereavement; 
however, the repercussions of these changes seemed poorly understood. There seemed to be 
much ambivalence about the changes, and confusion remained about what lay at the heart of 
medicine The inconsistencies relating to the importance of care in medicine, seemed to be a
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consequence of shifts in some areas, which were unaccompanied by changes in related areas, 
leading to what one senior registrar referred to as:
"A lack o f coherence about what is important. We cannot decide if  medicine is about caring 
for people or treating them. This lies at the heart o f our problems with bereaved relatives. I f  
caring was at the heart o f medicine, then bereaved relatives would be given a higher priority. 
We treat not care because we are confused and lack resources. What relatives need are time 
and attention". (R4)
Medical education, in the institution under scrutiny, continued to emphasise 'hard' science 
as the basis of medical practice, with limited attention to communication skills and 
psychological care; these subjects were seen as 'soft options' or irrelevant by many medical 
students. There was no attempt at formal assessment of communication skills, which meant 
that doctors could graduate with poor communication skills, though not with poor scientific 
knowledge or poor technical skills. The doctors felt that their pre-clinical medical education 
failed to prepare them for their clinical responsibilities early in their careers for dying 
patients and their relatives, though they had mixed views about the significance of this 
failure.
The ambiguities about what lies at the heart of medicine were felt most acutely by junior 
doctors in their pre-registration year. Medical education emphasised the scientific basis of 
medicine, but in their first year of practice, they were exposed to the distress and grief of 
people. For many the culture shock was great. The uncertainty about what lay at the heart of 
medicine, combined with tremendous work pressure, meant that many doctors struggled to 
prioritise their work. Their final priorities reflected the way that these dilemmas were worked 
with. Doctors dealt with the dilemmas differently, but there was much evidence of confusion 
in the way that they described their work with dying patients and bereaved relatives. In the 
words of one female junior doctor, 7  am doing a job, but I  don't know if it is the job I  should 
be doing". In deciding priorities, some assigned bereaved relatives low priority, because this 
work was not seen as an important medical responsibility. Others assigned it low priority, but 
were unhappy with the resultant 'raw deal' for relatives in the hospital. A further solution was 
to define medical practice in terms of care, and give bereaved relatives a high priority by 
spending time with them. This solution was more likely to be adopted by the female staff.
120
Almost all the doctors, including senior doctors, described breaking bad news to relatives
and dealing with their grief as one of the most stressful aspects of their work. Most junior
doctors felt under pressure not to discuss their distress with senior staff, but instead chose to
deny its significance and present an efficient face. The atmosphere, especially during the
early years of clinical practice was seen as 'tough', which made it difficult to talk about caring
for distressed relatives and the problems associated with this. One reason to account for the
profession's failure to address the distress of its junior staff, is a kind of 'blindness'.
"It is easy to become blasé and for get how hard it is fo r  junior doctors. I  didn't realise, but I  
remember one situation that brought it all home to me. I  had a good houseman, who seemed 
to managing fine, then one day he came to me in distress, and I  suddenly saw how he had 
suffered. I  counselled him, but it brought it home to me. I  don't think we do realise; we 
forget how hard it is ". (C4)
The image of senior doctors presented by many of the junior doctors was as aloof and 
unapproachable. Interviews with consultants suggested that they wanted to be supportive, but 
the question remains, do they do enough to disconfirm the fears of their junior staff? It may 
also be that those consultants who found time to be interviewed were among those who were 
supportive. Despite the stressful nature of their work and their lack of experience, junior 
doctors developed their own style of working during the pre-registration year. The route 
during this time, however, was often painful for both doctors and bereaved relatives.
The difference in the way that the senior staff interviewed talked about the importance of
work with bereaved relatives suggested an important process in medical socialisation. Senior
doctors were able to take a broader perspective; they were also older and more likely to have
had to face personal bereavement. In talking about their work with bereaved relatives, they
seemed more at ease with the subject. This was not true of all consultants; but nonetheless, a
shift between male junior and senior doctors was apparent. Senior doctors seemed more clear
about the muddle in medicine with regard to its caring role; the emphasis upon treatment and
cure was to the detriment of good care. They argued that if care was at the heart of medicine,
then the profession would have a more humane approach to bereaved relatives.
"There are problems in this area....medical training dehumanises or desensitises; it is 
necessary to develop objectivity to be effective; but it is often left on the wrong plane. You 
need to build up objectivity and also tear down professional barriers, we must not lose our
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capacity to be human. The Hospice movement can be seen as an indictment o f the hospital 
system and how it deals with dying people and their families". (Cl)
They also took account of the social and political context in which medicine is practised. One 
consultant pointed out the economic pressures on the health service, which led to greater 
concern with output and throughput, rather than quality of care.
"We should be concerned with the quality o f care, as well as the quantity o f work, but its 
hard to measure quality. People are only interested in length o f stay and number o f patients. 
Where do relatives come in there?" (C2)
The uncertain ethos of medicine in this setting contrasts with the perceived clarity in other
settings, such as the Hospice. In the hospital under scrutiny there was an exception to the
above findings; one team, confronted with high levels of deaths, had developed internal
structures and guidelines for work with bereaved relatives, to ensure consistency in work
practices. These structures encompassed education, supervision, support and guidelines about
how to deal with distressed relatives.
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Chapter 4 Findings: The Nurses’ story
4.1 Introduction
The main principle guiding the selection of nurses, as the doctors, was that they worked in a 
large, busy, inner city teaching hospital, where their day-to-day work involved regular 
confrontations with death and bereavement. The nurses worked on the same medical, surgical 
and casualty wards that the doctors worked. Nurses of all ranks were included, from final 
year students to senior nurse managers, to ensure breadth of perspective and the development 
of a picture from the point of view of nurses at different stages in their careers and in 
different positions of responsibility. An elaborate picture gradually developed from 
interviews with 36 nurses; including 2 senior nurse managers (SNM 1-2), 10 ward sisters (S 
1-10), 17 staff nurses (Staff N 1-17), 2 state enrolled nurses (SEN 1-2) and 5 student nurses 
(St N 1-5) (see Tables 4 and 5). All the nurses except one were female, reflecting the strong 
female bias working in these clinical settings; the male nurse was a young, junior nurse.
Nurse Grade Medicine Surgery A & E  Total
Nurse manager 2 0 0 2
Sister/Charge nurse 6 3 1 10
Staff nurse 10 6 1 17
SEN 1 1 0  2
Student nurse 3 2 0 5
22__________ 12__________ 2___________ 36
Table 4 Professional grade and medical setting of nurse sample
Age (in years) Nurses
20-29 27
30-39 3
40-49 2
50b________________ 4
Table 5 Age of Nurses
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The interviews explored the following themes, derived from a critical review of the 
literature: the roles and responsibilities of nurses viz-a-viz bereaved relatives; the difficulties 
nurses encountered in this work; the extent to which nurses found this work stressful; the 
support and supervision that nurses received in their work with bereaved relatives, and the 
extent to which their professional education prepared them for this role. The data from these 
interviews were subjected to rigorous analysis, many concepts were derived, and from these 
concepts the following categories emerged:- Core Category
1. The front line' - the immense distress of caring for bereaved relatives The
2. 'Picking up the pieces' - problems in the nurse-doctor relationship unacknowledged
3. 'We're going under' - lack of supportive professional structures burden of
4. 'More training please' - inadequate educational provision caring
Pervading all of the above categories was the core category, which linked key questions 
and categories to each other, referred to as 'the unacknowledged burden of caring', and is 
described diagrammatically (Figure 2). What emerged from the interviews with the nurses 
was a high degree of consensus about the underpinning philosophy of the profession of 
nursing; that caring lies at the heart of their clinical practice. This view included their 
recognition of the importance of providing emotional support for relatives having to face the 
likely death of a patient or dealing with the aftermath of death. For the nurses, unlike the 
doctors, problems were caused not by ambiguity or uncertainty about their professional 
ethos, but by the ramifications of this role, which were particularly painful in respect of their 
responsibilities to highly distressed, bereaved relatives. These ramifications related to the 
extent and intensity of the grief to which they were exposed; problems in the nurse-doctor 
relationship in the context of this work; the failure of others to acknowledge the difficult 
nature of this work and provide adequate support and supervision; and the lack of education 
and training to help them prepare for the challenges of this work. From the nurses' interviews 
it became increasingly clear that providing emotional support for dying patients and their 
families lies at the heart of nursing; however, the difficulties associated with this were 
inadequately addressed and acknowledged by the professional structures of medicine and
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nursing. These difficulties were encapsulated in the core category, and influenced a range of 
other aspects of their work, reflected in the other categories.
The order in which the categories are discussed reflects the way in which the nurses 
provided coherence to their descriptions of their work with bereaved relatives. The 
elaboration of the story line began with descriptions of the painful nature of the work and 
how it was made more difficult by problems in the relationship between doctors and nurses. 
These difficulties were discussed in the context of inadequate support and educational 
preparation. Finally, the core category, 'the unacknowledged burden o f caring' is discussed 
and serves to integrate themes derived from other categories.
4.2 Tn the firing line': facing the immense distress of bereaved relatives
In describing their work with bereaved relatives, the nurses emphasised their role in 
helping relatives come to terms with the likely death of the patient and in dealing with the 
immediate emotional responses to the death of a loved one. With the development of primary 
nursing, and the role of the key nurse, the nurses described being very involved with dying 
patients and their families, helping them to bear the burden of grief. This shift in the direction 
of holistic care, with its emphasis upon the importance of psychological care, exposed nurses 
to the raw grief of bereaved relatives. Caring for bereaved relatives, either before the death of 
their loved one or in the immediate period after, was seen as an emotionally distressing and 
daunting role by the nurses. Nurses of all ranks described their difficulties, and although the 
nature of the these differed as a function of responsibility and setting, the common thread 
was the sense conveyed by them of working 'at the coal face', 'at the front line' or 'in the 
firing line', because, being ward based, they were unable to avoid the distress and grief of 
relatives.
"Primary Nursing puts far more pressure on nurses, because they are much more involved 
now; they are fa r  more in 'the firing line'. This makes the work much more stressful; but not 
only is the work more stressful, it's work that you can't shy away from. You have no option, 
whatever you feel like, but face it. Often patients and relatives are a long time on this ward, 
so it can be terribly distressing for us because we get so involved". (S 9)
The nurses described finding the 'rawness' of suffering difficult to cope with; they also found
the different ways grief is expressed at times difficult to understand and hard to contain.
126
"There is immense pressure on nurses at this time. Relatives often just can't cope and they 
want so much from you. They can get very angry with us and that is very hard. We are 
limited here by time and space. Sometimes when relatives get angry I  can feel hostile, which I  
am not allowed to express. Sometimes I  just want to cry I  feel so depressed and fed  up. 
Relatives put pressure on us, doctors put pressure on us. ". (S 8)
"I find working with distressed relatives far more upsetting than working with the patients. I  
have no personal experience o f g r ie f. (St N 4)
"1 find it very stressful, especially when the relative seems to be in denial, and you say the 
patient might die and then you have to go back and say that the patient has died. That's 
devastating". (StaffN 15)
Particular grief responses were reported by nurses to be especially challenging. These 
included: angry and hysterical responses (often associated with particular ethnic groups, who 
are not constrained by the British 'stiff upper lip').
"I find it the hardest when relatives get angry. I  find with all the other problems this makes it 
almost unbearable." (Staff N 12)
"Angry relatives are the hardest to deal with. I  find it hard and it is hard fo r  all the other 
patients on the ward, because there isn't any space to express you grief here. " (Staff N i l )
"I find it difficult when people become hysterical, like when West Indians, when they wail and 
scream loudly and throw themselves about and become hysterical. There was one Indian man 
who couldn't accept his son had died, and he became very angry and then the family started 
throwing themselves around the ward". (S 2)
"I found it difficult when two Indians ladies were shouting their grief on the ward. I  fe lt I  had 
to protect the other patients". (Staff N 9)
In addition, unexpected deaths and the deaths of infants and children were cited over and
over again as highly distressing.
"Unexpected deaths are particularly stressful, some people just can't cope, relatives can't 
cope, staff can't cope, yet they are thrust into a situation o f having to break bad news. Sudden 
deaths cause still cause us a lot o f problems. I  have found staff having great problems in 
dealing with sudden deaths. I  have found them on the wards distressed, tearful and 
distraught. Or sometimes I  have found them in massive denial, and they deny their upset and 
carry on with all their other tasks as if nothing had happened". (SNM 2)
Other situations were described as particularly hard to deal with, such as when nurses felt
that they had in some way failed the relatives, or that the relative's response was hard to bear. 
"Relatives get very angry because not enough is done. It is stressful because we are not 
looking after them as well as we should. (S 8)
"It is really difficult i f  you feel you have failed the relatives in some way". (St N 3)
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"It's very stressful on this acute ward, because you are really busy and you can't really give 
relatives the care and attention that they need. Sometimes I  am very upset, but I  can't allow 
myself to show it. I  have to hold the situation, otherwise I  would go to pieces''. (S 3)
"It is a horrible time in nursing, the time o f death, the relatives are so upset, they often go 
into a state o f shock. We always try to listen to the relatives, but there is a shortage o f time 
and often no place to talk to them. You can get scared about doing it, or simply be too busy 
and have no time". (Staff N 12)
Nurses described their work with bereaved relatives with reference to the work of doctors,
either in positive terms, such as reinforcing and confirming information provided by doctors,
and helping the relatives cope with feelings, or in rather more negative ways, using phrases
such as 'picking up the pieces' after clumsy and insensitive communications by doctors. 
Doctors won't talk to them and won't prescribe enough analgesia, so relatives get angry, and 
the nurses get it". (Staff N 14)
"It can be very stressful if you can't do your job properly, because the doctor has decided the 
patient shouldn't know, so you can't all talk openly together". (Staff N 13)
4.3 Ticking up the pieces1 - problems in the nurse-doctor relationship.
Nurses described their work with dying patients and bereaved relatives in relation to doctors. 
With increased professionalisation of nursing, nurses assume greater clinical responsibility; 
however, many of the nurses described ways in which their clinical work was dependent 
upon the quality of doctor-patient/relative interactions. The roles of doctors and nurses were 
seen as potentially complementary; however, in practice often nurses felt themselves to be 
unequal partners. In the arena of breaking bad news, the giving of information about 
prognosis and treatment was seen by both doctors and nurses to be the responsibility of 
doctors. Nurses' work was seen as explaining more fully the implications and meaning of the 
medical facts, and helping relatives bear the emotional repercussions of bad news.
Breaking bad news by doctors about a poor prognosis was seen as a cross roads in the care 
of dying patients and their relatives; if it is carried out sensitively, it represents the beginning 
of effective communication and sensitive psychological care. However, if communication at 
this time is poor it may cause confusion, or worse increase the distress of relatives. The scene 
of the work of nurses is often set by doctors; if doctors conduct their work in an insensitive 
way, then nurses felt that they were left 'picking up the pieces', trying to make the best of a 
bad situation. Many of the nurses commented upon the clash of cultures between medicine
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and nursing in the context of dying and bereavement, with nursing emphasising the role of
care and medicine emphasising active treatment and cure. This clash was seen by many
nurses to make their work more difficult, since it is often the doctors who break bad news to
patients and relatives, or who provide crucial information about treatment. If this is done
badly, then continuing care for relatives by nurses is made more difficult.
"Some doctors are good, but it has to do with personality and some are not. Often I  wonder 
who is in the bed the person or the liver?? The liver o f course, silly me! Dying is about 
symptom control, but most o f them don't think about that and some just don't know when to 
let up. We had a woman in yesterday who was dying, and they decided to send her up for  
tests. Now the question I  ask is, why? Doctors feel defeated if  they do not succeed. They just 
forget about the patient's needs. On the ward round they are especially bad, they stand 
around the bed and talk about the liver, they ignore the patient completely". (St N 3)
Most of the nurses were critical of the quality of early communication between doctors and 
patients or relatives about a poor prognosis. Their criticisms fell into four main areas: (i) not 
knowing what doctors had said to patients and relatives, which impeded their work with 
patients and relatives; (ii). doctors providing inadequate information to patients and relatives; 
(iii). doctors providing information in an insensitive way leaving patients and relatives 
frightened, distresssed or confused; (iv). doctors telling relatives about a poor prognosis 
before telling the patient, and then deciding, on the basis of the relative's wish, not to allow 
the patient to have information about their illness. Nurses' work with patients, as a 
consequence, became fraught with problems and open communication impeded. 
Communication networks on the ward were largely informal; if the team made efforts to 
work well together then communication could be highly effective. However, in the absence 
of formal communication networks, there was great scope for breakdowns in communication.
The consequences of this were serious from the point of view of both nurses and relatives.
"Here the doctors say things to the patient and the relatives and then they leave the ward. 
Then you are left with the relatives and you feel very limited because you don't know what 
the doctor has said. You have to tread very carefully, because you don't know what in the 
relative's mind is based upon fact and what is based upon fantasy". (Staff N 1)
Some of the nurses also complained of the practice of some doctors of telling the 
relatives, but not the patient, of a very poor prognosis, placing the nurses in what is felt is an 
impossible situation in their work with the patients and families,
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"There was one situation, where the woman had cancer and her three daughters were 
adamant that she should not be told that she was dying. Even i f  she went to a hospice she 
should not be told. They needed a good talking to. It is very difficult to work this way. People 
should be told their diagnosis from scratch. I f  you have flu ' you don't tell the relatives first. 
The principle is the same with something serious". (Staff N 1)
"Sometimes it is very difficult if  the relatives and doctors insist that you should not tell the 
patient how ill they are and they are going downhill and they are asking you all sorts o f 
questions and you can't talk to them. There was one patient who was asking me direct 
questions and I  couldn't answer. The family were defensive and upset". (St N 4)
"Sometimes the doctor will tell the relative and not the patient, because the relative thinks the 
patient can't cope, and that makes communication very difficult. It then feels like the patient 
versus the relative, with the nurse in the middle". (Staff N 17)
The most common complaint among the nurses was that doctors, in breaking bad news to
patients and relatives, did so in an insensitive way, leaving them confused and distressed. It
was this problem that was most commonly linked to the feeling that nurses were then 'left to
pick up the pieces'. Nursing work with highly distressed or grieving relatives was difficult
enough, without having it made more difficult by the clumsy interventions of some doctors. 
They (doctors) just drop things in and leave you to pick up the pieces. We haven't got the 
back-up. We are just ordinary people and we are supposed to pick up the pieces after the 
doctor has dropped a bombshell". (Staff N 14)
"There was a young man they opened up to remove gall bladder and they discovered 
widespread cancer. They put off telling him for 6 days. They told his wife and then 6 days 
later they still hadn't said anything to him. Then in the ward round they said 'by the way 
when we opened you up we found something else, but don't you worry about it. Then they just 
walked off. He looked at me as if  to say "Help, what is he saying?" I  couldn't tell him so I  
went to the doctor and asked if  he was going to be left in that way. The doctor said that he 
would leave him like that for a few days and then go back and give him more information. 
Basically, they were just letting him stew". (St N 5)
"There was an incident when the surgeons went home and left the houseman to break bad 
news to the husband and I  knew he would be devastated. The lady had been on this ward so I  
telephoned theatre and asked if I  could come and tell this man because I  knew he knew me. I  
didn't want to do it but I  knew that the house-officer wasn't up to it. The surgeons shouldn't 
have left him to do it, junior doctors are not prepared for this role", (Staff N 7)
"Usually the doctors tell the patient and the relatives and then the nurse is left to pick up the 
pieces. They then sort o f stroll off or s ay , "I believe you are not very well". They talk in a 
language that the patient or relative often don't understand. This is a situation where we 
would say "I am sorry Mr. Bloggs but you are not very well, and then work from there". It is
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because o f the hierarchy that the doctors think it is their role to say you are going to die, or 
you are going home. But as I  see it they don't have any training in handling people, so I 
don't think the situation is very satisfactory". (Staff N 14)
"This is difficult because the doctors are supposed to tell the prognosis, but they may not, or 
the relative is too shocked to take it on board. Then you are asked questions, and you don't 
like lying to relatives but you are told the doctor should tell the prognosis. I  think if  is 
obvious a patient is going to die they should be told. The doctors don't make a show that they 
are trying to keep people alive, but they avoid the need to sit down and talk to patients and 
relatives on a sensible level. Not true o f all doctors, but certainly a lot o f them, particularly 
the younger, inexperienced ones; it's true o f some consultants as well". (St N 3)
The nurses differed in their views about why the situation between doctors and nurses was
often fraught with problems. Junior nurses, including student nurses tended to simply blame
doctors for their perceived poor quality of communication with patients and relatives.
"Some doctors do an appalling job. We had one gentleman here who had to wait a whole 
week before anyone would tell him he was dying; he was ready to go home he thought he was 
fine". (St N 3)
Experienced nurses, on the other hand, were more sympathetic to what they perceived as
doctors struggling to provide a decent service, but who often found themselves to be out of
their depth. The senior nurses saw the problem in terms of a 'clash of cultures' or a 'clash of
ideologies' about the ethos of medicine. Dealing with death, either preparing patients and
relatives for a likely death or dealing with the aftermath of death, was not what doctors were
prepared for; it threatened their view that their work was about treating and curing people. 
"Doctors are trained to see their role as curing, and not to help a patient die. Doctors, on 
the whole, find death a big disappointment and tend to back off. Doctors don't spend a lot o f 
time thinking about this aspect o f their work". (Staff N. 17)
"There is not good teamwork here, we have had a few bad incidents to show it is not as good 
as it should be. We had a patient who was dying and wanted to visit a Hospice, but the 
consultant didn't want to give up treatment. He did not have a very comfortable death. The 
problem was that the doctor thought in terms o f treating; he wanted to just keep treating. He 
couldn't see our point o f view". (S 3)
"Junior doctors are often quite young and breaking bad news can be traumatic fo r  them. 
They see terminally ill patients as symbols o f their failure. It is difficult fo r them to get away 
from the idea that if  someone dies they have failed". (S 9)
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4.4 ’We’re going under*: - lack of supportive professional structures for nurses
The nurses in the sample were unanimous in their view that the provision of psychological 
care for dying patients and their families was an important nursing responsibility. The work 
was both rewarding and distressing; the provision of appropriate levels of support in the 
context of these difficulties was seen to be a key issue for the nurses. It was of concern to 
nurses of all ranks, but particularly among the most junior nurses and ward sisters. The 
nurses were fairly evenly divided in their views about the extent to which effective support 
was provided for them, with about half describing their working environment as generally 
supportive. However, others described dealing with highly stressful clinical situations in the 
absence of effective and helpful clinical supervision and support. These nurses described the 
consequences of facing stressful clinical situations with inadequate support, with phrases like 
7 am going under’\ or 'Sometimes there is the sense that we are sinking, with no-one to turn 
to'. The metaphor of sinking or drowning was commonly cited among these nurses.
The main factors which influenced whether nurses complained of lack of support were 
their professional rank, student nurses and sisters were most likely to report receiving 
inadequate support, and the prevailing ward culture.
"Nursing doesn't provide me with any emotional support. It seems to me that we are just 
supposed to cope". (St N 1)
"We don't get much support, and caring for a death can be a very traumatic experience and 
can leave people with a lot o f garbage to clear out. As soon as a patient is laid out you have 
to turn round and cope with the other patients on the ward, and that can be very difficult 
because you are only human. There is no way you can have a cup o f tea and talk out the 
situation, and nowhere to go and wind down... There is also the feeling that you should cope, 
that it is just part o f your job. It is almost as though you should get on with your work, and 
that in a way is a way o f coping. I  would say that many wouldn't know what to say to their 
colleagues even if they did have an hour together". (St N 4)
"Sometimes I  can't sleep because I  am worrying; it's on my mind and I can't let it out. I  go 
home and say "we had a death on the ward", at first they might be interested, but as time 
goes by they are not. I  would like someone to talk to; most o f us are just out o f college and it 
is all forced upon us and we have to cope with it". (SEN 1)
"Formally there isn't much support here. This is a very busy and stressful ward. The nursing 
profession fails to recognise the stress we are under, and fails to provide support as part o f 
normal working. I f  someone was really desperate, then help would be forthcoming, but you 
would have to be desperate. " (Staff N 9)
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"Wie don't get any support. You are expected to cope because you are a nurse...we try to 
support each other as a team, but when a patient has died we seldom get together and talk 
about it. It would be lovely to have regular meetings and get together as a support group, but 
that won't happen unless we are staffed brilliantly". (S 3)
The sisters in the sample bore much of the responsibility for stressful situations on the
ward and for the provision of support to ward staff. However, most of the sisters in the
sample felt that the professional structure of nursing failed to consider the problem of who
provides support for the them. Nurse managers, tended to define their role in terms of non-
clinical, managerial responsibilities and many nurses, especially senior staff, complained of
the lack of support from them. Their failure to work more closely with the problems faced by
ward based staff was seen by many of the nurses as a significant missed opportunity.
"The nurse managers tend to come and say 'is everything alright?', but it isn't really a 
question that enables you to frankly say, 'No everything is awful' It is like that 'how are you 
today?' and you just say 'fine' because you know that they don't really want to know the truth. 
There is a great potential role for nurse managers to contain things more on the ward, but 
they don't." (St N 4)
"The last arrest we had was awful, the next morning everyone was just shell-shocked. Some 
o f the students went o ff sick they were so upset. There was no support at all from the 
managers. They didn't come on the ward, and didn't ask what was happening. People 
outside the ward don't seem to know what we are going through. You are expected to carry 
on all the time and sometimes you don't feel you can carry on. The profession doesn't address 
this problem ". (Staff N 3)
"Problems in supporting nurses are caused by insufficient time, lack o f availability o f 
appropriate staff and fractionalisation o f the team approach. Managers in the hospital 
should give more emphasis to this kind o f work. We should be able to give nurses under 
stress time away from the ward, but we can't. High stress levels are the price we pay fo r  not 
giving staff time away from the ward. There is a vital role fo r  nurse managers in 
understanding these issues and finding ways o f supporting staff, to look fo r  and manage 
stress on the wards. Stress levels are underestimated in the NHS. Much o f the work o f nurses 
is 'emotional talk'. When I  try to talk to hospital managers about the high stress levels I  am 
accused o f engaging in exaggeration. A lot is written about stress in nursing but very little in 
practice is done about it. In practice many nurses leave because o f high stress levels. Most 
nurse managers do not see their role in terms o f supporting the ward staff. Some managers 
are very uncaring in their attitudes towards the ward". (SNM 2)
There was one exception to this; two sisters in the sample, responsible to the same nurse 
manager, were highly positive about the support she provided to them.
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What seems to be missed is not only an opportunity to provide support for senior ward
based staff, but also the development of the role of the nurse manager to encompass their
clinical skills and experience. Most of the nurses in the sample wanted support from the team
in which they worked. They wanted a culture, where the impact of stress is acknowledged,
where it is the norm and acceptable to voice emotional distress and where senior,
experienced staff, as well as the peer group, provide support and supervision. In addition to
this a small number of nurses voiced their wish to be able to have access to counselling or
group support, provided by outside experts, when other mechanisms prove insufficient.
"What is needed is counselling for nurses. We do get some input from the psychiatric liaison 
nurse, who helps us to cope with the stress o f being a nurse". (Staff N 9)
4,5 More training please* -inadequate educational provision.
The nurses all spoke of the emphasis placed in nursing on the importance of therapeutic 
relationships with patients and their families; however, in the context of dealing with the 
grief and distress of relatives, they were unanimous in their view that the professional 
education they received left them ill equipped to deal with the difficult challenges of this 
work. The thrust of their criticisms focused upon the lack of time devoted to information 
about the processes of bereavement and to the development of their counselling skills. The 
nurses' transcripts were full of the word more; more classes, more counselling workshops, 
more information about resources and voluntary agencies. They were positive about the role 
of education; they simply felt there was not enough time devoted to this subject. This theme 
pervaded the transcripts of nurses of all ranks, and referred to both pre and post-registration 
education. The nurses were in agreement that working closely with bereaved relatives was an 
important aspect of nursing care; however, it was an aspect of their work for which they felt 
ill-prepared. Unlike the doctors, nurses spoke not of a mismatch between their education and 
the demands of their work, rather of feeling the amount of time in their training devoted to 
this aspect of their work was simply not enough.
"Education doesn't prepare nurses to deal with bereaved relatives. We had one very basic 
session on counselling techniques, which wasn't enough, and we had the bereavement officer 
talk to us for a couple o f hours and that wasn't much use. I  would love to take some time off 
to learn some proper counselling skills. All I  have done is a two day course, but I  needed that 
because it was missing in my training". (S 9)
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"It is important to emphasise that we do need more help and training in this area. Our role is 
changing rapidly, our extended role is far more psychological, and that is something that we, 
as general nurses, are very bad at. There are a lot o f people who have died unsatisfactory 
deaths, and whose relatives have not been properly treated". (S 4)
"I don't feel equipped for this aspect o f my work; everything I  know I  have picked up as I  
have gone along. I  wasn't taught so I  never feel prepared for situations”. (SEN 2)
The nurses wanted more basic information about the process of bereavement, including
information about different religious and ethnic groups.
"Students need more education in knowing how to cope with death and bereavement; I  think 
the qualified staff need more help in knowing how to communicate with somebody whose 
relative has died. All o f the medical staff that I  know need more training". (Staff N 14)
"We have no education about what happens to relatives in the months after a bereavement, 
which is when somebody is really needed in many cases. We need to be educated about what 
resources are available. We need to know that when relatives get angry, what that means, 
what we should do and that we shouldn't take it personally. We need specialist workshops on 
counselling skills". (Staff N 16)
"I know nothing about the needs o f ethnic minorities, nor on the needs o f different cultural 
and religious groups. I  don't even know the basics". (Staff N 6)
The nurses complained of the inadequate amount of time devoted to the development of
their communication and counselling skills. They wanted this introduced early in the
curriculum, but they also felt it should be part of their continuing, post-registration education.
This view was expressed by nurses of all ranks.
"Bereavement is very important and it is not stressed enough in our training. We need to be 
given counselling skills because telling someone their diagnosis is not just information 
giving, it is also counselling. It is not part o f our training to know how practically to deal 
with bereaved relatives". (S 8)
"We don't learn enough about it in the school. We learn about the stages outlined by Kubler- 
Ross, but people don't react in a cut and dried way. We need far more practical information, 
and we need more on counselling skills. We need more study days on counselling and 
difficulties in communicating with relatives". (St N 3)
"We really need more counselling courses. There aren't enough courses, and then when there 
are we often have such staff shortages that we can't let people go off the ward". (S 3)
"We need more counselling skills definitely, I  have never had any input in that area. On a 
practical level, there is no input into what to do in the case o f different religions and different 
races. Apart from my basic skills I  need to know more about what my role o f sister is; what I  
can do for my staff in this area, and how I  can recognise stress levels. It is all so new to me at
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this stage, it's just trail and error, which makes things more difficult and more dramatic. I 
need more literature on the ward on this subject”. (S 9)
One nurse manager and one staff nurse suggested that there should be multi-disciplinary
workshops, to facilitate understanding of the roles of different members of the team.
"It would be very useful if  there could be workshops with doctors and nurses learning 
together; not saying the nurse does this and the doctor does that, but giving a sense o f a 
network o f working relationships and the stresses o f different professionals”. (Staff N 2)
A small number of the nurses acknowledged the difficulties of teaching bereavement in large
classes. Like the doctors, these nurses suggested that this subject could not be adequately
taught in the classroom, from books, but could only be addressed in the clinical situation,
through close supervision from good role models. The reasons given for this were diverse,
and included the taboos surrounding issues of death and bereavement, the highly distressing
and sensitive nature of the subject, and the fact that every bereavement situation is unique. 
"Nobody can teach you out o f a book, it is how you are practically taught, how your role 
model is really. It can be really difficult, most people know that the hospice has a different 
approach, but on a ward like this, it is totally different, it can be totally traumatic and you 
might have hysteria all over the place. There are study days, but I  still think you are going to 
learn words, and you can't learn a paragraph off pat. Every situation is different. " (S 5)
"This is not the kind o f subject that can be taught in a classroom. The hospice approach is 
good, to get you to accept your feelings, but nothing can prepare you for this. I  still get upset 
when I  think about the first death o f a patient; you can never be fully prepared”. (Staff N 17)
4.6 The unacknowledged burden of caring
The thread running through the categories discussed relate to the additional problems caused 
when the difficulties faced by nurses when caring for dying patients and their relatives are 
underestimated or unacknowledged. It may be underestimated by doctors, by members of 
their own profession or by patients and relatives. Nurses themselves, generally welcomed the 
increased scope that holistic care and primary nursing offered them in the care of dying 
patients and grieving relatives. However, there was also recognition of the problems that 
occurred, when the repercussions of these changes were neither appreciated nor taken 
account of, in developing appropriate working practices. In the descriptions of their work 
there was a sense that nursing took place at a point where many other people came together; 
for example, other nurses, doctors, physiotherapists, patients and relatives. When the team
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failed to work well together this caused for the nurses, who felt under pressure from all these 
groups. At worst they conveyed the notion that if patients become very distressed, nurses 
carry this; if relatives get angry or distraught, nurses get it; if doctors are clumsy in their 
communication, it is nurses that are left to pick up the pieces; and if they find it difficult to 
cope, they rely on other nurses to support them - at times, a further area of disappointment.
Ward based nurses felt they were under particular pressure with dying patients and their 
relatives because of the high levels of contact. In their words, they were 'front line troops', 
constantly in the firing line, and it was this aspect of their work that they felt was neither 
fully understood nor acknowledged. Nurses, who had high levels of contact with dying 
patients and their relatives found that at times they reeled in the face of painful and raw 
emotions. This work seemed particularly challenging given the youth of the majority of the 
nurses in this study; three quarters were in their twenties. They described both adaptive and 
maladaptive ways of coping, such increased rates of sickness, taking time off work because 
"we have just had enough", sleeplessness, or increased feelings of desperation.
In their discussions of problems in working closely with doctors in caring for bereaved 
relatives, nurses argued that the legacy of poor communication was felt by patients, relatives 
and nurses. In being left to 'pick up the pieces', doctors failed to appreciate the repercussions 
for nurses of poor communication practices and failed to acknowledge the additional burden 
that this placed on the shoulders of nurses. This occurred when doctors were insensitive in 
their communications with relatives or determined who could and who could not know 
within families about a poor prognosis. Furthermore the practice adopted by some doctors to 
hint to patients or relatives on first meeting after surgery that all is not well, but fail to 
elaborate or answer questions, instead plan to return in a few days, was seen by many nurses 
as simply allowing the patient to stew, and made nursing care of these families very difficult. 
The resentment felt by many of the nurses towards some doctors, whose working practices 
seemed not only to fail to appreciate the difficulties faced by nurses, but also increased the 
difficulty of their work, could be clearly discerned in both tone and content of the interviews.
For about half the nurses in the sample, the failure of members of their own profession to 
acknowledge the burden of caring for dying patients and their relatives, and to provide
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adequate support, was frustrating and cause for further dissension. For these nurses the
failure to help contain the anxiety contingent upon this work, increased the likelihood of
maladaptive coping strategies and further enhanced the view that senior members of the
profession failed to appreciate the difficulties they faced. This was felt most acutely by
nurses working on surgical wards, by student nurses and by sisters. Particularly galling to
many nurses was the failure of most nurse managers to acknowledge the difficulties face by
'front line' staff in their work with dying patients and their relatives. This was also in
evidence in both the tone and content of the interviews; in a number of the interviews nurses
gave hollow laughs when asked about the support provided by nurse managers.
"There is no support from the nurse managers. There is a role for nurse managers in terms 
of support, all they are concerned with is staffing levels, the stress doesn't matter. They just 
ask in a perfunctory way, 'how are you?' The high sickness rates reflect the high stress levels 
but that doesn't solve the problem. You are not physically ill but you have just had enough. 
Then all the nurse managers want to know is why is this person off sick? The managers don't 
come down to the ward and offer support. They are the only ones the senior staff can turn to, 
but they don't want to know. They don't believe us, how bad it is. We get nothing from them it 
is terribly frustrating. You have the sense that they are just fobbing you off. Sometimes the 
ward is running on students, with no experience. All this could be made more bearable if  we 
had the support". (Staff N 13)
"The nurse manager should be on the ward for the tough times but usually not. Nursing is a 
good profession for not wanting to worry people. I f  I  have problems on the ward I  can't turn 
to my nurse manager. There is a real problem with the nurse managers. For me there is a 
fear o f checking up higher up rather than simply trusting her for help". (S 8)
Finally, nurses argued that if they are to assume greater clinical responsibility for the 
psychological care of dying patients and their relatives, through the development of primary 
care, then the profession should acknowledge the burden of these changes by ensuring that 
they are adequately trained for these roles. Providing good training opportunities for the 
development of these roles, and ensuring that working practices allow nurses to take time for 
further study and training, reflects the importance placed on this work by the profession and 
acknowledges the challenges of it. The corollary of this was that a failure to so confirmed the 
fear that the profession of nursing, as well as that of medicine, underestimates the 
tremendous burden of care for nurses in their work with bereaved relatives.
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Chapter 5 Discussion
5.1 Introduction
How can the professions of medicine and nursing work together to provide effective care for 
bereaved relatives? Do the underlying professional philosophies of care facilitate this work? 
Are the approaches adopted by doctors and nurses complementary? This study throws light 
upon these crucial questions by considering the contrasting responses of doctors and nurses. 
It echoes the findings of earlier research, but offers new ways of understanding and 
addressing the problems. In particular, it stresses the importance of placing the ethos of care 
at the heart of medical practice, of developing effective multi-disciplinary teamwork and 
establishing multi-disciplinary educational workshops on bereavement.
This study reports that doctors receive confusing and mixed messages from their 
educators and clinical supervisors about the relative importance of 'treat' or 'care' in their 
work with bereaved relatives. Many doctors have limited educational preparation, inadequate 
supervision, little support and vague guidelines in this aspect of their work. Most develop a 
highly personal way of working with the bereaved, yet struggle to reconcile the competing 
demands on their time and attention. This study shows, however, that nurses identify the 
priority of caring to their professional ethos -and this can cause the professions of medicine 
and nursing to clash when they work with distraught relatives. Doctors usually set the scene 
for nursing work with grieving relatives, and some do so with insensitivity and clumsiness. 
Many nurses feel impeded by this approach; some, as a consequence, are highly critical of 
doctors and show little understanding of their difficulties. In the hospital under scrutiny, there 
were few opportunities to articulate these problems dispassionately and constructively, to 
establish more effective working practices, and to appreciate the particular problems of other 
professional groups. As a result, the problems of working with grieving relatives are often 
perceived to be frustrating, hard to challenge, and difficult to change. If the professions of 
medicine and nursing are to improve the way they care for bereaved relatives, they must 
recognise the special strains of this work, they must address them, and they must make plans 
which understand all the factors influencing this work. Quite simply, effective teamwork, and 
multi-disciplinary educational workshops on bereavement are crucial.
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5, 2 Background to the study.
The growth of the hospice movement during the last twenty five years sets clear standards 
for the way in which dying patients and their relatives can be cared for. Health care 
professionals perceive this as a model of good practice, which could be applied to other 
settings such as wards in general hospitals, where dying patients and their families are also 
cared for (Cameron & Parkes, 1883; Relf, 1994). These researchers, and others (e.g. Caplan, 
1961) emphasise the ways in which bereavement throws people into an significant 'transition' 
(Parkes, 1996) or 'life crisis' (Caplan, 1961), which is typified by high levels of emotional 
turmoil. It is a period of heightened vulnerability to problems of physical (Osterweis et ah, 
1984) and mental health (Jacobs, 1993), but also of increased availability for help. This 
transition can be faced with support, and commonly culminates in the gaining of an identity, 
which is no longer bound up with the lost person. However, as both early researchers 
(Caplan, 1961) and more recent ones (Parkes, 1996) have shown, it is a transition with many 
exit points, including deteriorating health and an impoverished quality of life. One of the 
variables influencing the way that bereavement is handled is the quality of nursing and 
medical care (Raphael, 1977; Adamowski, 1993; De Veber, 1977). The role of the multi­
disciplinary team is important in helping families face death together. It also plays an 
important role in distinguishing 'at risk' relatives (Parkes, 1996) for further referral to 
voluntary groups (such as CRUSE), self-help groups, or other health care services (Parkes & 
Weiss, 1983). In doing so they play an important role in reducing the likelihood of the crisis 
of bereavement becoming established as a long-term health threat. Hospitals continue to have 
difficulties in applying the lessons learnt from hospices, despite the clear pointers derived 
from research. This study sought to explore those difficulties.
5.3 Links with other research
The findings of this study confirm the picture portrayed in previous research, indicating that 
the doctors and nurses in the hospital under scrutiny face problems similar to those of other 
settings. Furthermore, they suggest that many of the problems described in the literature 
continue to pervade the service for bereaved relatives. For example, this study confirms that 
working closely with bereaved relatives is stressful, and is often undertaken by relatively
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junior and inexperienced staff (Gray-Toft & Anderson, 1981; Marshall, 1980; Firth-Cozens 
& Morrison, 1989; Firth-Cozens, 1995). Nurses in this study report coping with the stress of 
their work by absenteeism (Lunn, 1975; Clark, 1975). The doctors in this study provide 
detailed and moving accounts of the pressures of long working hours and shortage of 
resources (Firth- Cozens & Morrison, 1989). Doctors and nurses in this study link their fears 
of working closely with bereaved relatives to their own anxieties about the death of a loved 
one, which many of them had yet to face (Reisetter & Thomas, 1986; Firth-Cozens & Field, 
1991), and to the lack of a clear framework, in which they could think about and plan their 
care of bereaved relatives (Rosenthal et al., 1980). This study also highlights the problems of 
this work for doctors during the pre-registration year (Firth-Cozens, 1995), in particular the 
reliance of junior doctors, especially male doctors, on negative coping strategies, such as 
detachment and avoidance (Johnson, 1991; Firth-Cozens, 1995). This study also provides 
corroborative evidence that supportive structures, which might facilitate the difficulties faced 
by doctors and nurses in their work with bereaved relatives, are lacking (Slater, 1988; 
Jacobson & McGrath, 1983; Marshall, 1980; Johnson, 1991; Firth-Cozens & Morrison, 
1989). There are many illustrations in this study, which support the conclusion of Johnson 
(1991) that medicine fails to provide appropriate supportive structures for its junior staff 
during the difficult transition from medical student to doctor.
Doctors and nurses in this study describe the pervasiveness of inter and intra-professional 
conflict (Nicklin, 1987b; Scully, 1980). Nurses find inter-professional conflict particularly 
problematic (Nicklin, 1987b). Many complain of the ways in which doctors' working 
practices with bereaved relatives impede their work. The doctors in this study report greater 
problems within their profession, largely between junior and senior staff (Firth-Cozens, 
1995; Johnson, 1991). The conflict within nursing focuses largely upon the failure of senior 
nurses to support ward based staff, including sisters (Hingley & Cooper, 1986; Slater, 1988).
The doctors and nurses in this study, like previous research, describe a professional 
education, which failed to prepare them adequately for their work with bereaved relatives. 
This sentiment is most forcefully expressed among the doctors, who complain of the poor 
quality of teaching (Lonetto & Templar, 1986; Neimeyer, 1988) and the stressful nature of
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medical education (McKegney, 1989). Like previous studies the nurses complain of the lack 
of training in counselling skills (Slater, 1988) and the lack of teaching on the meaning and 
significance of the emotional repercussions of bereavement (Field & Kitson, 1986; Lyons, 
1988). The importance of gender differences in medicine in influencing styles of working 
with bereaved relatives (Martin & Julian, 1987; Cartwright, 1987; Firth-Cozens, 1990) is an 
important theme among the doctors in this study. The female doctors in this study are more 
interested in interacting with and comforting relatives (Firth-Cozens, 1990; Martin & Julian,
1987), in developing an empathie understanding of relatives (Martin & Julian, 1987) and link 
their high levels of distress to this closeness (Firth-Cozens & Field, 1991).
In describing their work with bereaved relatives, doctors and nurses highlight not only 
their difficulties in this context, but also the consequences of these difficulties for the care of 
bereaved relatives. The junior doctors describe the negative consequences for bereaved 
relatives of the immense pressure upon them. For example, in thinking about preparing 
relatives for a likely death the situation is far from the ideal described by Parkes (1996, 
p. 165) of a psychosocial transition, "which all are prepared for, and in which the family have 
a share”. Doctors and nurses both describe situations in which patients, with a very poor 
prognosis had no opportunity to discuss this properly, and situations where family members 
knew, but patients did not, which meant that sharing the experience was not possible. The 
doctors and the nurses also describe problems at the time of death, especially when the death 
was sudden and unexpected, confirming other research findings (Wright, 1989; Smith, 1990). 
They describe situations of poor communication with bereaved relatives (Bond, 1982; Silvey,
1988) and of inadequate time spent talking to relatives about their concerns (Fanslow, 1983; 
Hempel, 1988; Hockley, 1983). There is also a high degree of consensus among the 
participants of this study about the lack of follow-up of vulnerable, 'at risk' bereaved relatives 
(Moseley, 1988; Toile et al., 1986; Silvey, 1988), despite the emphasis in the literature on the 
importance of this (Parkes, 1996). The senior doctors, in particular, in this study highlight the 
seriousness of this omission in the care of the bereaved in the general hospital under scrutiny.
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5.4 Developing new wavs of thinking about old problems: the contribution of this study.
The detailed accounts provided by the doctors and nurses in this study also facilitate new 
ways of thinking about the problems outlined, and a different kind of understanding of the 
problems, which have implications for practice and future research. This understanding can 
be organised around the two core categories, 'treat or cure: the uncertain ethos of medicine' 
and the 'unacknowledged burden of care' in nursing. The philosophy of care in the hospice is 
clear and unequivocal, and its structures of care reflect and support this philosophy. This is 
possible because the hospice provides care for a relatively homogenous client group, dying 
patients and their families, in a setting designed for this work, with personnel, who have 
normally chosen to work there. The physical structures and pace of work are seen to support 
the challenges of helping families come to terms with the death of a loved one. The 
therapeutic importance of this atmosphere for relatives facing the death of a loved one or 
dealing with the emotional repercussions of the death has been documented (Cameron & 
Parkes, 1983; Relf, 1994). The setting of the general hospital is quite different; its client 
group is heterogeneous, the pace is sometimes steady and sometimes hectic. Some patients 
need rapid responses by doctors, where active, well-timed interventions can be life saving. 
The ethos of medicine reflects both the caring and curing/treating elements of clinical 
practice, though the emphasis may differ among doctors, as a function of style, gender, age 
and experience. In the view of many doctors and nurses in this study there are problems 
caused by a lack of balance between these elements. If the balance falls too strongly in the 
direction of treat/cure, this then militates against effective care of bereaved relatives. It also 
creates confusion in the minds of many doctors about what lies at the heart of medicine; this 
has repercussions for their work priorities and for their patients.
Many of the doctors and nurses in this study talk of a pervasive stereotype in medicine, 
that of the professional, detached, competitive, non-emotional, tough-minded doctor, which 
conflicts with the caring role, so important in their work with dying patients and bereaved 
relatives. Many of the doctors describe their sense of having to contend with this image, 
which clashes with their caring functions most strongly early in their career, when they are 
negotiating ways of working with bereaved relatives. Caring for bereaved relatives fails to
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present doctors with a solvable problem -it is simply distress to be faced and contained. This 
is likely to engender feelings of impotence in many doctors, especially male doctors, and 
may also conflict with their often poorly understood motives for entering the profession. One 
might expect this to be most strongly felt in the speciality of surgery, where the emphasis is 
upon active interventions and a tough-minded approach, which enables the physical assaults 
on the body, such as surgical cutting, to take place; some evidence in this study confirms this.
The confusion about the underlying ethos of medicine pervades all aspects of medicine, 
including medical education. Research has suggested that providing more information on the 
topic of bereavement in the pre-clinical teaching of doctors would go a long way to solving 
the problems junior doctors face in their work with bereaved relatives at the beginning of 
their careers. The findings of this study suggest that this would fail to address the way in 
which the problem is construed by many doctors; in particular their emphasis upon the 
problems caused by the context in which this material is taught. In the hospital under 
scrutiny, these lectures took place during the second year of teaching, when the thrust of the 
curriculum was upon the biological basis of disease and the technological aspects of 
medicine (the so called 'hard' sciences). In this context, the lectures on death and 
bereavement rested uneasily in the curriculum and the social and psychological parameters of 
health and care are seen to be 'soft' options, which many of the doctors, when medical 
students, had difficulty in taking seriously. From this point of view, the dilemma about caring 
and treating should be acknowledged early in medical education, and a clear framework 
developed, in which both the caring and treating aspects of medicine are seen to lie at its 
heart. Understanding the social and psychological aspects of health, and developing care and 
communication skills might then be more likely to accrue, in the students' eyes, a status 
similar to that of the scientific bases of physiology and pathology.
The doctors perceive the pre-registration year as a particularly difficult time, in which the 
opportunities for providing them with much needed education and training to help them face 
the difficult challenges of their work with bereaved relatives are largely lost. Even at that 
time there is a sense that the caring role and the stressful nature of work with bereaved 
relatives are not addressed; it is simply a time of great work pressure, limited supervision and
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learning 'on the job'. This period is described as being 'thrown in the deep end', leaving many 
doctors feeling 'out of their depth' and 'at sea' in facing problems beyond their expertise. The 
transition from medical student to doctor is a difficult one, in which the juxtaposition of 
'treat' or 'care' is most keenly felt, but one which fails to provide a forum in which this 
dilemma and its repercussions can be addressed or understood. The doctors and nurses in the 
study both recognise these problems, though their perspectives differ. The junior doctors 
emphasise their sense that they are doing their job as best they can, but communicate their 
belief that they are working under immense pressure, with limited guidance. The senior 
doctors and nurses highlight the ways in which the brunt of this most difficult work falls 
upon the shoulders of the most junior members of the profession, which is an unfair burden 
and links to the poor service received by some relatives. Many junior nurses, on the other 
hand, whose work is most likely to be impeded by these problems, are less sympathetic to the 
plight of junior doctors and are more critical or their work with bereaved relatives. From their 
point of view they see the consequences of poor communication with relatives at closest 
quarters, and feel left with the repercussions of this, which they describe as 'left to pick up 
the pieces'.
There is evidence to suggest that senior doctors are aware of the problems, but turn a 
'blind eye' to them. Nurses comment upon senior doctors leaving junior doctors to do this 
work (who then often turn to nurses for help); they describe scenes, in which senior doctors 
left difficult situations with bereaved relatives to be handled by junior staff. Senior medical 
staff do not describe the situation in a similar way, though some senior doctors use phrases 
like 'I haven't really thought of this before' in relation to the burden of this work falling on 
inexperienced shoulders, or suggested that they had forgotten how hard the early years of 
medicine are. Simply arguing that there should be more workshops for junior doctors in their 
pre-registration year on the care of bereaved relatives fails to address the complexity of the 
situation and the range of variables which influence it. In seeking to improve the situation, it 
is important to recognise the extent to which the health service relies on these doctors to 
provide vital services. The problems caused by service requirements over-riding educational 
imperatives needs to be addressed at a local level, but also by the profession of medicine and
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by policy makers, who plan resources for the health service. Developing a model of care for 
doctors, which emphasises the development of skills and an understanding of the 
psychological needs of dying patients and their families, and which conceptualises a clear 
role for senior doctors in supervising and supporting these functions also seems crucial. 
Many senior doctors in this study are seen to provide neither support nor to show interest in 
these problems, by thinking about ways of developing their skills in supervision and support.
It is in the arena of the way in which the multi-disciplinary team comes together around 
work with bereaved relatives that the two core categories of 'the unacknowledged burden of 
caring' and 'the uncertain ethos of medicine' come together. There are many problems caused 
by the clashing of the cultures of nursing, which clearly emphasises the importance of caring, 
and medicine which seems equivocal about this role. These can been thought about in terms 
of the quality of care provided for bereaved relatives, the pressures of work experienced by 
nurses and doctors, and the quality of working relations between doctors and nurses. Many of 
the nurses and doctors suggest that it is the tough and competitive atmosphere of medicine, 
which results in junior doctors being left to simply get on with the difficult challenges of 
breaking bad news and dealing with the aftermath of death with bereaved relatives. The 
difficulties and importance of this work are underestimated in a profession, which lays 
greater emphasis upon cure and active treatment. Many junior doctors describe feeling at sea, 
whilst at the same time under pressure to appear efficient; this pressure makes open 
acknowledgement of their problems difficult, and undermines their gaining help and support.
From the nurses' point of view, the junior doctors learn not only to deny the impact of the 
problems with which they have to contend early in their careers, they also fail to 
acknowledge the burden of this work for nurses, especially the unrelenting pressure of being 
ward-based. The nurses describe situations in which doctors seem to have limited 
understanding of the problems caused by their poor communication skills for relatives and 
for nurses. The doctors seem to idealise the position of nurses, by emphasising the clarity of 
their work with its unequivocal emphasis upon care, and what they perceive to be the high 
levels of professional support in nursing, which contrasts starkly with their own situation. 
The doctors in this study do not reflect upon the repercussions for nurses of the problems that
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they (doctors) encounter in their work with bereaved relatives. Like previous reports (e.g. 
Nicklin, 1987a and b) they are positive about the role of nurses in the care of bereaved 
relatives. Nurses on the other, especially more junior ranks, are critical of much of the 
doctors' work with bereaved relatives. They describe the problems caused for them when 
doctors inform relatives, but not patients, about a poor prognosis, telling relatives about a 
poor prognosis in an insensitive way, or informing relatives of the death of a patient in an 
apparently thoughtless way. The doctors' failure to reflect upon the problems from the nurses' 
point of view raises questions about how well the multi-disciplinary team functions, and why 
nurses have difficulty in addressing these problems in the context of the care team.
The findings of this study underscore the importance of effective multi-disciplinary 
teamwork, which requires regular meetings, a forum for case discussions, an atmosphere in 
which the views of others are acknowledged and where there are clear guidelines for 
practice. This also requires the development of what Menzies (1990) referred to as a 'talking 
culture', which is characterised by open discussions about the stressful nature of the work. 
There are many factors in the hospital under scrutiny which make these developments 
difficult, most importantly, the fact that many doctors have patients on up to eight wards, and 
were unable to develop relationships with the ward team or with patients and their families.
The exception to the general themes in this study are the findings derived from one of the 
care teams. This team provides a model of good practice, characterised by clear guidelines, 
an open culture where staff supported each other, both within and between professions and 
where the caring functions of both medicine and nursing are emphasised. The work of this 
team, unlike other care teams, takes place in a clearly defined physical environment, 
facilitating close team work; so the problems outlined did not impinge on care.
5.4 Methodological shortcomings of this study and implications for future research 
A number of factors placed constraints upon the current study. These included the constraints 
of conducting research, as a single researcher, whilst maintaining full-time employment, 
within the time-limited framework of a part-time postgraduate degree. This meant that there 
was limited opportunity to gain understanding of those staff who did not participate in the 
study, including their motives for not participating or their characteristics. Accuracy of the
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researcher's understanding of the participants' point of view was checked at the time of the 
interview by reflecting on the themes of the interview with them. However, an important 
shortcoming of the study was the lack of time and resources to take back to the participants 
descriptions of the categories derived from their stories, in order to place additional checks 
upon the participants' ability to recognise their lived experiences in the research account. 
Firm assessment of the applicability of these findings to other settings was not feasible. One 
way of doing this would have been to check the findings of this study with groups of doctors 
and nurses in other hospitals; however, shortage of time and resources precluded this. 
Nonetheless, the fact that the findings of this study chimed with those of other studies, 
including concerns raised by other studies, suggests that they may resonate in other hospitals 
across the country. In addition to this some corroboration of the research findings was also 
gained from the responses of participants (including doctors and nurses) at conferences, 
where the preliminary research findings were presented (Rentoul, 1991; 1992; 1993), and at 
bereavement workshops conducted by researhers in other settings.
This study raises the following issues, which could usefully be the subject of further 
research:
1. Consideration (checking) of the categories derived from this study with groups of doctors 
and nurses in other hospitals, to consider more fully the generalisability of the findings.
2. Within this study one care team stood out as, in their view, working effectively as a team 
and provided good services for bereaved relatives. It was characterised by clear guidelines 
for working practices with bereaved relatives, regular team meetings and a supportive 
working culture, where the difficulties of the work for the different professional groups were 
acknowledged and understood. Future research might study in detail such models of good 
practice in order to provide clear guidelines for good practice, which encompass the broad 
range of variables, which impact upon clinical work with bereaved relatives.
3. A consideration of the problems of developing the medical curriculum, so that it more 
clearly addresses the caring aspects of medicine and the dilemma inherent in the contrasting 
aspects of treat or care. It might also consider the particular problems of the pre-registration 
year for doctors, in an attempt to develop of model of good practice, which encompasses
148
both the clinical demands and the educational and supervisory requirements of junior 
doctors.
4. An evaluation of multi-disciplinary workshops, providing education on the care of 
bereaved relatives in general hospitals, for doctors and nurses early in their careers.
5. A survey of the extent to which hospitals are attempting to distinguish vulnerable bereaved 
relatives, and provide appropriate follow-up and further referral for this group.
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Appendix 1 Determinants of the course of grief, (from C. M. Parkes, 
1996, Bereavement: Studies of Grief in Adult Life, pp. 119-120)
ANTECEDENT 
Relationship with the deceased
Kinship (spouse, child, parent, etc.)
Strength of attachment 
Security of attachment 
Degree of reliance 
Involvement
Intensity of ambivalence (love/hate)
Childhood experiences (especially insecure parenting and losses of significant persons)
Later experiences (especially losses of significant persons)
Previous mental illness (especially depressive illness)
Life crises prior to the bereavement 
Mode of death
Timeliness 
Multiple deaths 
Preparation for bereavement 
violence or horrific deaths 
Disenfranchised deaths 
Culpable deaths
CONCURRENT
Gender
Age
Personality
Grief proneness 
Inhibition of feelings 
Socio-economic status (social class)
Nationality (faith and rituals)
Cultural and familial factors influencing expression of grief 
Cultural and familial factors influencing expression of grief
SUBSEQUENT
Social support or isolation 
Secondary stresses
Emergent life opportunities (options open).
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Appendix 2 Practical wavs of helping bereaved people, (uncomplicated grief)
(from J. W. Worden, 1983 Grief Counselling and Grief Therapy, pp 39-49)
Principle One: Help the survivor to actualise the loss.
Principle Two: Help the survivor to identify and express feelings.
Principle Three: Assist living without the deceased.
Principle Four: Facilitate emotional withdrawal from the deceased.
Principle Five: Provide time to grieve.
Principle Six: Interpret "normal" behaviour.
Principle Seven: Allow for individual differences 
Principle Eight: Provide continuing support.
Principle Nine: Examine defences and coping styles.
Principle Ten: Identify pathology and refer.
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Appendix 3 Helpful organisation for bereaved people
The Compassionate Friends, 53 North Street, Bristol, BS3 1EN.
Cot Death Help Line. 0171 235 1721
CRUSE -Bereavement care, CRUSE House, 126 Sheen Road, Richmond, Surrey, TW9 1UR. 
The Stillbirth and Neonatal Death Society (SANDS) for bereaved parents. 28 Portland 
Place, London, WIN 4DE
The Foundation for the Study of Infant Deaths, 14 Halkin Street, London, SW1X 7DP.
The Lesbian and Gay Bereavement Project. Vaughan M. Williams Centre, Colindale 
Hospital, London NW9 5HG
The London Association of Bereavement Services, 365 Holloway Road, London N7 6PN 
The Miscarriages Association, c/o Clayton Hospital, Northgate, Wakefield, West Yorkshire, 
WF1 3JS
The National Association of Bereavement Services, 122 Whitechapel High Stressed, London, 
E17PT
The Samaritans, 10 The Grove, Slough SL1 1QP.
Support after Murder and Manslaughter, Cranmer House, 39 Brixton Road, SW9 6DZ.
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Appendix 4 Introduction to the study
Exploring the difficulties of communication with bereaved relatives in a general 
hospital: a qualitative study of the views of doctors and nurses
This research study continues the work of a previous study which looked at the attitudes of 
recently bereaved relatives to the care and support they received from nursing and medical 
staff. A number of relatives told their stories, and I am now seeking to understand the 
problems and possibilities of communicating with bereaved relatives in this hospital from the 
perspectives of doctors and nurses.
The qualitative research process will be adopted to consider how nurses and doctors 
construe the needs of bereaved relatives and how they view their role in meeting those needs. 
Each nurse and doctor will be interviewed for about one hour, and all interviews will be tape 
recorded (if the participant is happy with this), to facilitate the analysis of the data. All 
material discussed in the course of the interview will be treated with the utmost 
confidentiality, and the anonymity of all participants is guaranteed.
I hope to introduce myself to the nursing staff at 'handover' at the beginning of the 
afternoon, on the wards, and to the doctors at team meetings, on the wards, or by recourse to 
the 'bleep' system. Nurses and doctors will be approached individually, and their co-operation 
for the research will be sought. Interview times for all those nurses and doctors willing to 
participate in the study will be arranged at their convenience. Interviews will take place in the 
research room (near some of the wards) or in a private room on the ward. The work is being 
conducted with the enthusiastic support of the senior medical and nursing staff in the 
hospital.
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Appendix 5 The Interview Schedule 
INTERVIEW SCHEDULE
Name: Date of birth
ward Length of time in current post
Professional status Nursing qualifications
Length of time in the profession
Caring for bereaved relatives in the hospital: themes for discussion.
Theme A: Role of Doctor/ nurse in relation to the care of bereaved relatives.
Can you tell me about:
-how you view your role and responsibilities in relation to bereaved relatives? (in relation to 
both preparing relatives for a likely death and dealing with the aftermath of a death).
-the role and responsibilities of other professional groups (either nursing or medicine) in 
relation to this work?
-he practical problems that you face in this work?
-the emotional problems in this work?
-how stressful you find this work?
-examples of your work with bereaved relatives that illustrate these points?
Theme B: The multi-disciplinary team
Can you tell me about:
-the different roles and responsibilities of doctors and nurses in this team in relation to the 
care of bereaved relatives.
-how well you think doctors and nurses work together in caring for bereaved relatives? (in 
relation to preparing relatives for a likely death and in dealing with the aftermath of a death) 
Theme C: The follow-up of relatives.
Can you tell me about:
-the follow-up of bereaved relatives after the death?
-the provision of information to bereaved relatives?
-can you describe examples of points you have made in relation to the follow-up of bereaved 
relatives after a death on this ward.
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Appendix 6 Introduction to the Interview for the Participants
Before we start, I just like to check that you are happy to talk to me about your views about 
the care of bereaved relatives in this hospital. Are you happy for me to record the interview? 
Remember that you can stop the interview or ask for the recording instrument to be turned 
off if you so wish at any time. Everything that you say is treated in the strictest of confidence. 
The tape recordings will be erased when the project is finished. Some of the things that you 
say to me may be quoted in the paper at the end, but these will be presented anonymously. If 
there is anything that you are not sure about please ask me. If you would rather not answer 
any of the questions don't worry about it, just leave it. I will leave time at the end of the 
interview for you to ask any further questions, I will check with you as we go along that I 
have understood you correctly.
I should like to start with you telling me about your roles and responsibilities in the care of 
bereaved relatives in your current job, to begin with in relation to preparing relatives for the 
likelihood of death, in the case of very poor prognosis.
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Appendix 7 Interview with a doctor 
Introduction to interview (Appendix 6)
NS. In terms of preparing people for a likely death of their relative it is really difficult to 
be general about it. If people appear realistic and have what you think to be some 
understanding of the illness - so if somebody has cancer and you think that their son or 
daughter knows they have cancer then the lead on from that is not so hard because you cab 
say well as you already knew it was a serious condition and I am afraid it looks to us as if 
they are not going to get any better and then almost inevitable people will say to you "well 
how long do you think they have got?" and then you saw well it's difficult to be precise but I 
don't think it is going to be very long, a matter of days or weeks. But I think the problem that 
everyone has is when you know that somebody can't get to grips with the fact that they have 
an illness even, let alone that they might die. And then they say when will they be going 
home - it's clear if you spoke to them before that they haven't got the measure of it. Even if 
you say to them quite bluntly I'm afraid they are going to die, or afraid that they are not long 
for this world, people won't register it and its quite apparent from what the nurses say to you 
that they haven't got to grips with it. I think generally I am quite straightforward although its 
not easy, sometimes I think the more simple the word, the more blunt the more cruel it 
seems. But I think if you say he is going to die shortly it is quite abrasive but nonetheless it is 
unambiguous, like saying something about him passing on, I am afraid he is not going to 
recover which is the euphemism lots of people use can be very confusing, people 
misconstrue it. I is confusing. It is difficult to be general
Q And do you mean these conversations are one-offs or take place over a period of time?
NS It all depends how busy you are. We have quite high mortality rates, but often early in the 
post-op phase. You can't prepare people for that, so I wouldn't;t say very much. My job is 
very busy, its very difficult actually finding the time, the difficulty you have in meeting 
people, that is the one luxury you don't have. I suppose the ideal way you would have the 
opportunity to talk to people on many occasions, so the message gets through in a kind way, 
but I think often because the relatives are only there in the evening and we are only there 
Sunday evenings and anyway you are so busy you usually only have one chance. Certainly 
the most unsatisfactory situation is in the morning ward round as you all sweep past and the 
relative is there and someone bellows from the end of the bed " I don't think things are very 
good" I think that's the worst situation. Definitely you do need to try and sit down in a 
sympathetic way and try to do what is both nice and possible.
Q Are there particularly difficult situations for you?
NS Yes. The younger patients, that is when death is unexpected. I mean in an elderly person 
who everyone knows in their heart is going to die, people know that, but with a young 
person, that is very difficult, that is cataclysmic, I try to take more care, but it is very very 
difficult.
Q sometime you may have an inkling that a relative will find the death very difficult, is that 
the case?
NS Sometime with older people there's a very elderly widow or widower and they won't be 
able to cope on their own you know they will need a lot of help, and in some ways although 
the death is expected you have an inkling that there are going to be real problems with that 
person with their grief 
Q. mmmm
NS It's so apparent sometimes - the doting - probably too that is their only source of support. 
We've got one guy in here now, he has been taking his time over dying, but most people 
think he is going to. His wife dutifully comes in every day and you can tell from her manner 
that, 50 years of being married to somebody, absolutely awful fro her, and she probably 
knows, I don't know how to help. I don't know if there is anything one can do. In the end it is 
awful whatever anyone says. I think in those situations it is going to be devastating event for 
the partner, you definitely feel powerless to prevent that.
Q. Do you ever think of follow-up, or referring them on for some kind of support in the 
community?
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NS I don't know what services there are. I think it depends a lot upon your area. In some 
areas GP's are very good, and some like ours are not. The quality of practices varies 
enormously, some are very unhelpful.
Q. Are you saying that the GP would be the link with the community.
NS Yes I don't really know what the community is like here. I don't know much about it I 
don't know about resources. My biggest experience is with GPs rather than with other 
services that are available. I mean I think it is a universal impression that some GPs are good 
and others are diabolical. You can just never get hold of them, they always have a relief 
service at night, that is not what a GP is all about... It's an awful tale of neglect.
Q Can I change the subject now? We have spoken about expected deaths, can you tell me 
now about your role in relation to the aftermath of a death on the ward?
NS You mean sudden deaths. Well one doesn't really have any real responsibilities in the 
sense of things that one is expected to do, If I have got to know a relative I speak to them 
after the death. It depends on what sort of practice you have, if you have a very fast turnover, 
someone comes in and says so and so has died you might say you are sorry. I don't really 
know what relatives want at that time. It depends on the circumstances, if it is an expected 
death you know you would say you are sorry and that they are now free of pain. If it is an 
unexpected death or a tragic death you can just say "I'm terribly sorry " "I'm sure you know 
we did all we could".
Interviewee dashes off on call and returns about an hour later 
NS Where were we/
Q The other area that I am interested in is how difficult you find this work, and what the 
constraints are on you in this work.
NS I think for most people this is a difficult time. I think unless you've done this work you 
don't understand it. the first thing is that you deal with a lot of very sick people, some of 
whom get better and some of whom don't. You deal with such people with chronic illness for 
whom you think you really do very little, you deal with people who have social problem;ems 
for whom you feel you are essentially irrelevant, that you are a dumping ground because 
hospitals cannot close their doors. You want to find a new job, and you want to get on and 
you work far too many hours etc. etc. and all those things grind you down and make you 
unhappy. The things that make you happy is that sometimes the job is good fun and 
sometimes you get people better and sometimes you have interesting cases and sometimes 
you think you are doing something useful. And it's really a lot of the time that you find it 
difficult. Much depends on how it all balances out and if you are having a lousy time. If you 
are it is only human nature not to want to make yourself feel even more lousy by facing 
somebody's grief. So you avoid it or get it over with quickly. For a lot of people in their 
working lives they don't have to face the relative of someone who has just died, even GP's. In 
acute medicine , in surgery, you may have several deaths a week. And I think to immerse 
yourself in that grief would take a much stronger person than most of us, to be honest. So a 
lot of us avoid their grief and simply leave it to other people. The nurses are kind and 
considerate and so you leave it to them. Or as I said you know there is the chicken way of 
doing it on the ward round, a lot of you are there, it's an imposing situation, not giving 
someone room to speak, or time to speak, because time is precious to you. And I can imagine 
a lot of things that junior doctors say seem really callous to people who aren't there, but I 
think probably because you have to have been there. And most of them are not, most of them 
are kind decent people, educated people, who are facing a job that's got to be one of the most 
difficult jobs to do, we are relatively inexperienced and unskilled, facing a lot of problems 
just because we are told to get on with them. And so I guess that you could write down a set 
of proposals and say that one should spend more time with relatives in a sequential fashion 
and speak to then directly and honestly and give them time to speak and be prepared to be 
considerate with them after the death and answer their questions and so on and I think that 
nobody would disagree with those proposals, but I think it all comes at a cost because every 
minute you spend doing something it means you are not doing something else, so every 
minute you are speaking to relatives you are not seeing someone who is sick. And tomorrow 
I might be talking to the manager of intensive care who says you didn't do that chest X-ray 
on day 1, because that is important as well, or I might be speaking to someone from nursing 
who says you treat the nurses like slaves, do you see what I mean?
Q mmmmmm yes,
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NS There are a lot of different things pulling you. to remain a decent person and have some 
free time you have to reach a compromise but I think sometimes people do get short changed 
here. There is no doubt about that. I think bereaved relatives get short changed. It's the nature 
of the job. Relatives are short changed, there is no doubt about that, but I think that most 
people do care, I think, and most people labour under such a burden of seeing what we have 
to face, being touched periodically by the scenario of things that you see, the caring person 
who doesn't understand that her husband is going to die. It makes you feel very sad inside, 
but you can't feel sad all the time. It's a job just like any other, and even if you do treat it like 
that it is still consuming.
Q. And who supports you facing this difficult job?
NS My wife supports me. she is a great support to me. I would not like to face this job on my 
own without her.
Q and your colleagues at work, do you have work place support?
NS Well most of the people I work with are nice people. The other junior doctors, my peer 
group, I guess you'd call it. although my consultant is the nicest man you could meet. But I 
think definitely here to look as if you were overwhelmed would be a sign of weakness, there 
is no doubt about that. Whatever anyone said, it would be perceived as a sign of weakness 
and would tinge everything. So I think one would have to be, one I think almost 
subconsciously constrains the degree by which one can be upset by something. I think it has 
to be somebody outside the work who looks after you because whatever you say about it you 
are meant to be professional about it. That's what everybody would expect of you -certainly 
all those bereaved relatives and all your patients expect you to be someone who's seen it all 
before, who's professional, and who takes a cool view.
Q And finally, a question about your medical education and how well you felt it prepared 
you for this aspect of your work.
NS We did have some training, I think it came in the first clinical year, it came under the 
general title of 'Communication skills' I don't know how much use it was. Sometimes it was 
well handled and showed you interviews and so on, but I think it must be almost the most 
difficult subject to teach because you don't want to, because people hate to be patronised, hat 
the world wasting their time and would view it as a soft subject. And I think, it is so bound 
up with people's personality anyway, how decent a person you are and how communicative 
they are generally, as to how much you can be taught about these things. But you can't help 
being left with the impression that some of your pals and some people you work with are 
decent people and are prepared to talk to people in a direct way and have sympathy with 
them and some people are not. And I am honestly not sure what you can do about that, I 
think just showing people films of the way it goes. I find it a really difficult subject all this 
business.
Q You talked about communication skills, did you also have classes about grief and 
bereavement.
NS Yes in psychology and psychiatry. We talked about the stages of grief, pathological grief. 
But I still think it's not so much about all that, it is about doing it in medicine a lot of the 
learning is about things that you learn by doing it yourself. Some people are receptive to this 
subject and that kind of learning, but most people learn by simply getting on and doing it.
than you very much for giving up your time. Do you wish to add anything else or add any 
other points.
NS No.
Q thank you. 
end
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Appendix 8 Analysis of data (Nurses)
Sister
A Communicating with relatives about likely death
1
With surgery you may know a long time ahead that death is likely (metastasis) don't tell in 
the early stages with 3- 4 years to go but I will not lie say that there is a problem and that 
they will need to come back to out patients. Not until there is metastasis disease with death 
more likely in the nest 6 months then you come more involved with relatives and stress that 
you cannot cure but that you can control the symptoms. Work together with patients and 
relatives. Patients find it more easy to accept than relatives. Relatives tend to want to 
know concrete time, (do coping strategies differ between patients and relatives? the task that 
they are facing is tremendously threatening but nonetheless different)
Some relatives want me to lie to the patient and go to the doctor to make me lie because they 
think that the doctor is in charge of me.
Staff nurses tend to ask me to give information I have to there isn't anywhere else that I can 
go. It is a difficult thing you get to know with experience about chances of survival staff 
nurse may not have that information.. Some consultants don't mind me giving information, 
some do.
Period immediately prior to death is more straightforward, you are carrying on more nursing 
with the patient so you have more time with them. Much easier to talk when you are doing 
things with the patient get to know them well and they me. I feel very secure and able to 
answer during this period. The relatives are not so easy to deal with. I find it hard to figure 
out what they want, often not around much and I don't know whether it is because they don't 
want to be or they don't feel they can be. I would like to give them practical information 
about what to do after the bereavement but they don't seem to want it then they only want it 
when they can take it in but they don't want it then, they always want to know how much 
time but I don't know that.
B Communication at the time of death 
1
I always ask would they like to be called and I write it down but it is hard to know whether 
someone does want to be called in the middle of the night In 90% of cases I make the phone 
call myself. I take A student nurse with me I am always embarrassed but I am more used to 
it now and I know that it is important.. I always use clear language on the phone always say 
dead and I never say near to death if they have died.
Would like to think there is someone to answer the relatives questions but often things look 
so busy I don't think we are available as we should be. I know that if I avoid eye contact they 
won't ask me questions. I feel that I can cope with what they ask me but sometimes I have 
not I have not openly avoided but done that type of thing ( avoided eye contact)
By the time patients are called back to hospital they are either containing their distress or 
have come to terms with the situation.
In the immediate aftermath of death I sit the relative in my office let them sit alone or I sit 
with them cup of tea or telephone sit with them go over immediate questions.
Common reactions include a lot of anger, a lot of distress. Very difficult if there are a large 
number of family members there. I don't like it when I don't know what I should be doing. I 
like to be able to do something like comfort I find it difficult when I don't know what to do. 
Anger and shouting are most difficult 
C Unexpected Deaths 
1
These are the people that come and leave very quickly and we don't give them very much at 
all. There must be things they want I don't know how to improve the situation but I don't 
think that we deal very well with it
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D Follow- up of relatives
I am constantly saying is there a bereavement counsellor and there isn't one. May ring up a 
GP or district nurse Poor social work back up. Don't like to do anything if they have had no 
prior contact with the relative.. Awful they have to come back the next day for the death 
certificate and for the black bag with the belongings in. We should tighten this system up. 
We shouldn't put a breast prosthesis into the bag.
E Doctor nurse relationship in the-disciplinary team 
1
Doctors are not so vehement in their view that they should not lie. Doctors don't know what 
they should say so the relatives come away with the view that they might lie.
Whenever possible I get the registrar for the relative usually better though not always, but at 
night they tend to speak to the houseman, how that is done depends on the houseman. I try to 
sit in with them if I can.
I think it is better if a nurse sits in with doctor them I know exactly what word are being used 
what words we are dealing with.
I like to be present but it is not common. Most nurses feel that they have better things to do 
and that it is the doctors role
System of communication about who has said what is informal doctors tend to be milling 
around all day but you don't know exactly who has said what. I always write in the Kardex 
what I have said but doctors very rarely write down what they have said and this informal 
system breaks down a lot. It needs to be documented. We need to know what terminology 
has been used exactly what they have said.
At houseman level we have good rapport housemen have a good team set up. Registrars 
don't have much to do with bereaved relatives. I don't think the consultants understand the 
nurses role, they think they do all the bereavement counselling and giving information but I 
don't think they realise that we have much to say to the relatives. I have worked din places 
where they wouldn't let the patient know the truth. The multi-disciplinary team doesn't work 
well on this ward. Small hard core of people that get involved with the terminally ill and 
their families and that puts a great deal of stress on them.
F Stress 
1
I find it difficult when I don't know what to do. I don't like it when there is shouting 2 Indian 
ladies jumping and screaming on the ward I felt I had to protect the other patients
I don't think enough is understood about the needs of ethnic minorities. Don't have clear 
guidelines on the religious needs at this time. We don't ask we expect people to tell us. We 
don't ask perhaps we should I am not practising anything so it is low on my priority list.
Very stressful for the student nurse, they often don't have the information so they may feel 
inadequate. I feel stressed but I rely on my boyfriend who is not medical at all for support, 
and my trained staff because we have been together for 3-4 years, so we support each other.
I try to lead a discussion. We don't get a lot of deaths here so there are other things more 
stressful.
Biggest problem is communication enough communication so people feel that they know 
what they should be doing 
G Education 
1
Bereavement was discussed when I was a student nurse, but in those days they didn't say the 
patient had died it was thought better to say near death.
All my staff spend a day with the pain team and do a 2 day counselling course but I am 
thinking of with drawing because it is not much help depends on who is running it.
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Preparation for likely death
As a consultant physician I wear 2 hats; firstly my responsibility in giving bad news and helping 
patients andrealtives to prepare and to adjust, thus not simply to delgate. Also situations may be 
handled better by the team irivolving-the nursing team and other junior doctors. It is very important 
to prepare the relatives and the patient Ideally this should be done together, if  I was supported by 
junior medical staff and nurses.
Support
This is crucial for both the givers and the recievers. Support is a continuing process. The 
x* information is not absorbed immediately, it is a very gradual process, it may dawn upon them later. 
y  What is said originally should be followed up. The GP has an important role to play here too.
Also the McMillan team has an important role to play, to dael with people who are dying because 
|/)their symptoms are exaccerbsatred by anxiety. This point is illustrated with a story about a man 
with cancer. JTOen there was improvement everything went very well but everything crashed 
when he detendrated. / Seen to be Dying and the wife pre-bereavement experienced despair; 
depression; fateÛism as if  it was the end now.
: GFs and consultants need a lot of support too, over and above what is there./There is a great deal 
of emotion tiiat has to be dealt with; tan<I doctors like to be in  control? They heed a great deal of 
diplomacy over time.
Junior doctors work in a  team and they need to deputize from time to time, when I  am not there. It
is very important if  someone Is dying that good cover is provided. I am the team leader and I take 
. this responsibilty myself this work is not normally delgated, but if I am away on holiday then 
someone must take over. I normally make a point of seeing them I consult with the nursing staff 
‘ and make sure there is agreement in the team. Nurses play an important role and share the telling.
^  ability hr dus fîéld^ I sp ^a tfW in  this 
ts have to go away à  lot, and they may lade rohfidence someone else may
_____________________ '  - I f ' ’ -
the time of death ?
g  am rarely d iae  at the: time of death.. Care takes place in the home or if on the wards is thd:dbmain 
6 f  the hospital nurse is there at the time of death; there may be 'tœ  a junior
|d p c K  Reajtively short time after death we get things sorted out. Try to talk things through, the 
main feelidgs at this time are irrational, a sort of burst at the last minute. New symptoms are not 
likely at this time.
It is important to allay fears at this time. Say that they are going into a deep sleep and are getting 
weaker. Faint and woosey and then pass out. Death in this way seen like going to sleep. The 
im portant role at this time is fear allayed. Depends on many factors such as how the 
person died and the time of death.
Unexpected death.
In an acute hospital, for example resusitation from an heart attack, attempts are made to start the 
heart again, you are often successful but not always. If the person becomes conscious again there 
is a sense of a life saved, then there is no problem, you can look forwArd to the person getting 
better. But when there is death following an attempt at resusitation there is a lot of High Tech and
3
mmmmm
fa™m e?eadsrtoamood Of depression which clear affect Üie realtives, a ænsetijat you have tailed.
Sometimes you then talk to the relatives, they are grateful unexpected death is always a terrible
lo the rlative, I woWd hope thatf therealdve always sees a 
doctor fo ra r®  teamr "Practical thmgs have to be sorted ou like the death certificate, and there may 
be the issues of inuest of post mortem. That's when I would like to see the realtives, to help %
-h with unanswered uestions. Get letters, and try to sentd the relatives a fiill reports A
J  - . - r .   ..................................................................................^ 1 ^ 2 ,  r q h s . , '  ^
I to stress that we did everythmg that we could. It is good if the relative has the opportunity to see 
the consultant '  Ô V -S ^  .
V
aspect is not>gtveii. the. prioiltyjh at it should. This is an area th a t we could 
tighten np on. Whaî we are trying to do in effect is to make the besfcof. a biàijob.
I. think th a t this is no t followed up at a high enough level. W hat realtives need is 
reassurance and support from high up the hierarchy. Most people w ant to see the 
boss, they want to hear it from the horses mouth. The real problem in this 
hospital is th a t we have no formal way of doing this. - r
S tress
I do not find this aspect of my work particularly stressful. It does depend on how close you are to 
the patient and the family. I have cried, it is often a very sad occasion. I am not worried about 
that, you would not be human if you were not touched by emotion. This is part of our 
professional responsibility we have to deal with these things. Disguising our emotions is not 
necessary although many do try to distance themselves, for example by hiding behind the High 
Technology; by making themselves not available. I feel that you have to learn to live with sadness 
you have to know about these reactions, you are still sad it doesn't stop you feeling sad but it is 
important to understand about these emotions. It is useful for some people to show emotions and 
cry if it is necessatry. Show emotions and show sympathy; you are there you can comfort in this 
" ’ay. I feel very confident in my philosophy onthps^ngtCTs. ^  ]P
every three to  four months an<M get a different team of junior doctors to work 
with. With each new team I try to address the issue of stress. Not formally but as we go along as 
these issues arise. Terhaps one should be more proactive in one's tuition o f junior staffs I do it 
with the medical students. Medical students and junior staff have a  fear of the unknown. Often 
they simply don;t what to do, there is a lack of guidance, a lack o f mentorship. This leads to
a situation of not Knowing and fear. This work is intrinsically sad and many people therefore 
simply W ^  ^
^ E d u c a t io n
^  There is one session on "Breaking bad new" this includes examples of interviews and illustrates 
good and bad examples of practice. It considers different approaches. The students are broken up 
into small groups with tutors and the get chance to consider good and bad approaches. There is 
& plenary^sessîOiLon communicating with realtives. But.thi&ti&^done with first year medical 
studente beftjre they aquaUy see a  patient o f relative and ror they B avem texp^  This
réanyjsj&jggateable^ p o in t  whether of not this is useful, to cover this material in the middle of 
their?® tuyèâr. Some find it interesting but not a lo t W hat is really lacking is a more
?
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—- -Hist doing it. Communication skills are so 
mipommr but tfiey really only feel to be so when doctors are faced with the 
problems of communication when they are working. It ought to be possible to 
teach and to supervize while they are doing their first house job. p p g iim tt  
thoughtrabout this I would like, to be involved m thiirkmf o f en tecm #fZ C #ou Id  
likè^to assist you m, this work
commitment dominates. I t h n ^ B È f ^ # # #  tip: t R l g a É ^ f ^ m É  df 
education. During this period there is still a^  m a t  deaL of learning to be done. 
l l p ^ P ^ f i k e ^ i t e c e  by rfmplv^bcin^hr^h in the There
snopuld be an additional structure at the top. They should not be taken awa 
from service or periods_çf work. U A ^ U f -  t o
To some extent I think good commuhicators are bom and not made. Obviously some have greater 
sldfis than others. But you can ensure that skills are increased up to a certain level. You should 
be able to increase_ professional. cW  up to a certain. level, to
simpb^bave the technical skills iu medicme. There has to be a basic Minimum 
Standard, /v . o - -  ^  ^ ^^  o ltt l lua iU e
Y Don't want doctors to be so distressed that they are not good enough to do their job. Doctors are
not biologistsJ They are studying disease within human individuals. There should hot be a
\T  dichotomy between tiie mind and the body. Sociology, psychology and biology are all important
^ If you can't acknowledge that then you are no good, Iq  ÏZ  X
When selecting students for medicine motivation and attitude are very important, although^ knbqw/  
tiiat dther of my colleagues want to simply go for the student with 3 grade A'sa at À  level Docto r
Gender Differences
Young ladies commg mto medicme are perhculadyI do see difterences between men and women.
communicate ^ with aadd they expose ,ti _ _____________ ___ ___
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Appendix 10 Auditing the Research Trail
Stage 1 Transcribing the interviews (see Appendix 7 for an example)
All interview transcripts are available from the researcher.
Stage 2. Open coding of the interviews
This refers to "the process o f breaking down, examining, comparing, conceptualising and 
categorising data" (Strauss and Corbin, 1990). This process has a number of phases, which 
include:
(i). Creating ’slices of data' by the use of a highlighter pen, which is based upon a line by 
line analysis of each interview. This "progressive focusing" (Strauss and Corbin, 1990) 
reduces the amount of raw data to be worked with. In the first instance this reduction of data 
reflected the structure of the interviews. (See Appendix 8 for an example of reduction of data 
based upon this process).
(ii). Deriving and labelling of concepts. Each interview was then subjected to 
conceptualisation and categorising of data. Notes and concepts labels were written in note 
form on each reduced interview transcript. Lists of labelled concepts from the doctors' and 
nurses' interviews were then made. See below for lists of concepts derived from the 
interviews.
List of labelled concepts derived from doctors' interviews
A. Role of doctors in relation to bereaved relatives
1. Preparation for likely death
Haven't got time Time is a luxury
Constant time pressure Time as a problem
Competing demands -pressure of work. Can't work out time priorities
Problem in working out priorities Sick people versus distressed relatives
Save life versus care of distressed relatives Don't know how to talk to people.
Tell people bluntly? Truth telling -abrasive versus clear/sensitive,
Have to tell the truth.. Straightforward. Truth telling as a problem.
Tell the relatives before the sick person. Relatives can't get to grips with the problems
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Doctors can't get the measure of the problems. Avoidance because painful work (detachment) 
Chicken way of breaking bad news. People are afraid of death
Very difficult work.
Often don't know who said what. 
Gaps in the system.
'Bodged-up' job.
Neglected relatives (avoided).
Can't cope with bereaved relatives. 
'Patchy' system 
Ideal to work with nurses, but often doesn't happen. 
Cover system doesn't work.
Difficult work -avoid relatives (neglected).
2. Communication at the time of death
Neglect of relatives 
Fast turnover of patients 
Gaps in this work 
Have to get on with next thing 
Haphazard ('patchy') system 
Work priorities, relatives compromised 
Cover system doesn't work 
No checks on system failure for relatives 
Inexperienced doctors carry the burden 
Heavy responsibility for young shoulders 
Unexpected deaths most difficult for all 
heavy mood of despair and depression 
'Macho' culture in medicine (aloof doctors) 
No community follow-up 
Patchy GP services 
Relatives lost in the gap
Inaccessibility of GPs
Tale of neglect 
No time to talk to relatives 
Pressure of work
People don't understand problems 
Relatives get short-changed
cover system fails relatives, 
cross-over arrangements don't work 
room for improvement 
heavy burden for young doctors 
death as failure 
doctors like to be in control 
masculine stereotype in medicine 
Competitive atmosphere in medicine 
Lost in the gap (between hospital and community) 
Room for improvement 
Abysmal follow-up service.
No formal mechanisms for contact
3. Stress
Long hours No time for relatives
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What is medicine about??
We're only human 
Very unhappy.
Can't bear too much suffering 
Detachment
pay a high price for work with relatives 
Told to get on with 
Fear of the unknown
One minute bereaved relative, next sick person 
Try not to be upset.
Caught between nurses and relatives.
Macho competitive atmosphere 
Too much emotion to deal with 
Everyone needs support, don't all get it 
fear of the unknown 
lack of mentorship 
Can't admit stress 
Under pressure but can't admit it 
doctors don't like to reveal themselves 
Most stressful work of all 
great burden 
problem with references 
Don't know what we are doing so stressful
Tired and ground down 
Lousy time, affects you work.
Very stressful 
Avoid pain and suffering
Not strong enough for this work 
Inexperienced and unskilled 
No support
Thrown in the deep-end 
Have to find a way to work with grief 
Intrinsically sad 
Not allowed to show distress 
protect yourself 
Ask for help=sign of weakness 
doctors like to remain in control 
Can't admit you're struggling 
Masculine stereotype/ aloof 
medicine very competitive 
doctors are seen as tough 
awful work
problem for doctors and relatives 
stuck in the middle on your own 
hard to understand relatives 
out of our depth
4. Education
Badly taught
Patronised by teachers
Couldn't see the point at the time
Didn't fit with scientific basis of medicine
Taught at wrong time 
Can't teach compassion 
Only decent people want to be taught 
Can't make people kind to relatives
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Subject which can't be taught Learn by doing it
doesn't lie easily with other subjects (relevance?) Either you're decent person or not
Personality, either kind or not Can't teach these skill
Bereavement was a 'soft option' Timing wrong, not seen patients
Difficult to take seriously, embarrassing Not taken seriously
Large groups, very competitive Pressure to pass exams, atmosphere?
Science versus care? Scientist versus carer?
Select good scientist Medicine as science (no room for care)
Don't know what they are letting themselves in for thrown in the deep end
No supervision No guidance
Told to get on with it Don't get it when you want and need it
Balance between service and education wrong Faced with problems , then important
Haven't thought of this before Deal with scientific facts not people.
Learn by watching experienced people Need for good supervision
No education in pre-reg.. year Told to get on with it
Education ignores role of doctor as carer No place for caring in curriculum
Caring at the heart of curriculum? Picked it up as we went along
No bereavement training when on wards. Didn't know what I was doing.
List of labelled concepts derive from nurses* interviews
1. Preparing for likely death
We do not lie Like to work with patients and relatives together
Relatives find it hard to accept relatives are more difficult to work with than pats.
Who does the talking (Nurse or doctor)?? Hard to know what relatives want
Don't have time to do it properly Too busy
Avoid contact (eye contact) Detachment
Breaking bad news as 'cross roads' Doctors set the scene; nurses follow-up
If doctors do it badly nurses are left with the mess Nurses left to pick up the pieces
Not clear who does what (doctor and nurses) Who is in charge of whom??
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Nurses good at talking to relatives
Nurses trained to work with death and dying
care)
Relatives know and not patient -hard for nurse 
Doctors don't like this work
Nurses interested in caring for relatives 
Doctors more interested in cure (not
Nurses not involved in decisions 
Problems in roles of doctor and nurse
2. Dealing with bereaved relatives at the time of death
very distressing work
honest answers to all questions (difficult)
nursing work is caring work
unexpected deaths very difficult
let down relatives
haphazard system -communication patchy 
poor follow-up of bereaved relatives 
too busy to take enough time
Work of nurses
time is what relatives need
very difficult/painful work
don't deal with unexpected deaths well
no bereavement counsellor
system needs tightening up
no community back-up
difficult work (people don't realise)
Very distressing situations (angry and hysterical relatives)
3. Multi-disciplinarv team
don't know what doctors have said 
no formal communication structure 
hit and miss communication 
not clear who should do what 
nurses use everyday language 
multi-disciplinary team doesn't work
no systematic way of recording what has been said 
haphazard communication 
don't talk to relatives together 
doctors use jargon
nurses more accessible, down-to-earth 
doctors don't appreciate nursing work 
doctors don't realise how hard it is for nurses doctors don't realise the problems they cause 
poor teamwork doctors can drop a 'bombshell'
nurses left to pick up the pieces doctors feel defeated by death
for doctors death is a failure nurses ready to work with death/dying
doctors talk about problems; nurses talk about people
183
doctors break bad news and then leave it to nurses doctors interested in cure not care 
doctors tell relatives not patient, very difficult for nurses 
patient versus relative with nurse in the middle
4. Stress
Highly stressful no escape
high levels of contact much face-to-face contact
have to face high levels of distress angry and hysterical relatives
people don't realise how hard it is for nurses support is a problem
most stressful work stuck all the time on the ward
In the firing line in the front line
unrelenting pressure high levels of sickness and absenteeism
poor teamwork makes it more stressful lack of clarity makes it more stressful
heavy burden of out-of -hours deaths this work is hard to bear
high absenteeism -just had enough hard for student nurses
people don't realise how hard this work is people don't understand work pressure
caught between patient, relative and doctor feel we're going under
nursing doesn't do enough to take care of nurses sisters don't get support
nurse managers don't provide support nurse managers underestimate stress
fractionalisation of the team can't get away from pressure
we get depressed and fed up talk about stress but not much done
nurses much more involved with distress (key nurse)
good support good teamwork
5. Education
not adequately prepared
not enough information on bereavement
take it personally
not enough teaching after qualification
not enough practical counselling skills 
don't understand grief process 
not enough teaching before qualification 
more supervision on the ward
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more counselling courses
don't know how to cope with death
not enough multi-disciplinary training
lack of understanding of relatives' need 
not enough practical courses 
more workshops on bereavement
role of doctor and nurse in bereavement care unclear more training on the ward
more practical guidance more guidance on the needs of ethnic minorities
(iii) Deriving and labelling categories
The concepts listed were then linked together in a logical way. From the clustering of 
concepts, categories were derived. Examples of categories are as follows: (from doctors' 
interviews)
Unclear priorities in medical practice
Lack of guidelines for deciding work priorities
lack of clear philosophy of care in medicine
Denial of professional conflicts
Unrelenting pressure of work (for junior doctors)
treating sick patients versus caring for distressed relatives
'cover' system fails bereaved relatives
lack of liaison between hospital based and community services for bereaved relatives 
death and dying poses difficulties for treatment model of medicine 
Competitive and machismo atmosphere of medical education (and medicine)
'Scientific' medicine at the heart of medical education 
No place for caring, seen as a 'soft' option.
Tough mindedness of medicine and difficulties of admitting distress.
Problems of getting help in medicine
Difficulties of the pre-registration year -left to get on with it.
Struggling at the beginning of medical career -no guidance, no support.
Stage 3 Axial Coding
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The data was then put back together again in new and different ways, by making connections 
between the categories. The new organisation of the data no longer reflects the structure of 
the interview. The structure for the presentation of the results reflects this process. The data 
were discussed in terms of the following broad categories (which served as sub-headings in 
the results section).
The Doctors* Storv:
1. Recruiting and training 'good scientists'
2. 'Thrown in the deep end' -confronting the paradoxes of medicine
3. 'If you can't stand the heat in the kitchen ' limited support and supervision
4. 'Machismo' attitudes in medicine
5. A 'raw deal' for relatives.
The Nurses1 Storv:
1. 'The front line' the immense distress of caring fro bereaved relatives
2. 'Picking up the pieces' -problems in the nurse-doctor relationship
3. 'We're going under' -lack of supportive structures
4. 'More training please' -inadequate educational provision
Stage 4. Selection of the Core Categories
In analysing the data one category was seen to run through all other categories in the data 
derived from the doctors' interviews (see figure 1) and one from the categories derived from 
the nurses' interviews (see figure 2). The core categories were as follows:-
1. Care or treat? the uncertain ethos of medicine (doctors' interviews)
2. The unacknowledged burden of caring (from nurses' interviews)
These core concepts were then discussed with reference once again to the raw data, that is the 
words of the participants in the study.
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ABSTRACT
The aims of the study were to: (i) provide information 
on (a) the way in which the subjects construed the 
nature r cause and treatment of the problem which pre­
cipitated their spouses' admission to a psychiatric 
ward, (b) changes that may occur in the way the problem 
is construed following increased exposure to psychiatric 
formulations and procedures, (c) how the subjects con­
strued abnormal behaviour more generally, as assessed 
by their reaction to- 4 Case Descriptions (Star, 1955);
(ii) to suggest areas for further research that might 
be followed up using more precise methods ; and (iii) to 
provide information relevant to clinical practice.
The areas of interest were derived from: a review of 
the literature; experience in clinical practice, which 
suggested that in adult psychiatry little consideration 
is given to the spouse of the patient; and a previous 
study which focused on the different constructions that 
mental patients have about their own problems.
Information was obtained from eighteen spouses of 
psychiatric patients. The spouses were located with 
the co-operation of the medical staff of two London 
hospitals.
The results suggest that spouses have "theories" to 
explain the problem behaviour in the patient. These 
"theories" reflect to some extent the influence of 
medical and social psychiatric perspectives on abnormal 
behaviour. The changes in construing that occurred 
were significantly in the direction of increased refer­
ence to a deviant framework which includes both medical 
and social psychiatric orientations. Subjects were 
also found to become increasingly negative in their 
assessment of hospital treatment.
Recommendations for further research and clinical 
practice were derived from the data.
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9"Man contemplates in his own personal 
way the stream of events upon which he 
finds himself so swiftly borne"
Kelly, 1955
BACKGROUND TO RESEARCH
For some years it has been recognised that there are
conflicting paradigms in psychiatry and clinical 
psychology. The emphasis in reviews of these issues 
is often upon the conflict between the different per­
spectives, both from the point of view of the way in 
which the abnormal behaviour might most usefully be 
construed and the way in which the problem should be 
treated. When it comes to treatment such conflict 
is likely to be a source of confusion and may have 
unfortunate consequences for those being treated.
The most widely implemented, and thus influential 
perspective is the medical model of abnormal behaviour.
It is of particular significance in this study because 
all the patients were admitted to National Health 
Service Psychiatric Wards, and thus more likely to 
experience a medical orientation in the formulation 
and treatment of their problem. Although the medical 
model is still the most influential framework for the 
understanding and treatment of psychological dysfunction, 
there have been a number of pressures, both from within 
the profession and outside it, to change its orienta­
tion (e.g., Scott, 1976; Laing, 1967).
As has been suggested, there has been much discussion 
of professional and academic issues arising from the 
different theoretical perspectives of abnormal behaviour * 
However, virtually no attention has been paid to the
3equally important issue of how the public construes 
the same phenomena. It is primarily to this question 
that the project is addressed.
A review of the literature reveals a paucity of informa­
tion about the kind of frameworks that the public use 
to organise information relating to psychological 
dysfunction. Far more emphasis has been given to 
finding out, and cataloguing,the public's attitudes 
to and opinions of mental illness. ' In addition to the
lack of general information about how the public con­
strue abnormal behaviour, there has been more specifically 
a neglect of how interested parties, such as the spouses 
of psychiatric patients, construe the problem. This 
relative neglect of the spouse in adult psychiatry is 
in contrast to the importance laid upon the family in 
child and adolescent psychiatry.
It is likely that, for those psychiatric patients who 
are married, the time preceding hospitalisation and the 
period subsequent to it, is likely to be stressful not 
only for them but also for their spouses and other 
members of their family. Prior to hospitalisation 
the spouse is likely not only to be trying to under­
stand the nature of the dysfunction, but also in 
practical ways to cope with the problem. After 
hospitalisation, resources are focused upon the patient, 
and thus many of the questions and anxieties of the 
spouse may continue to be ignored. If these anxieties 
remain unresolved they may have repercussions at a 
later date, even impeding the recuperation of the 
patient.
The aims, at a general level of the research project, 
are to consider some of these issues, in an attempt to 
rectify, to some extent, the neglect of the spouse in 
adult psychiatry. An attempt is made to discover how 
long the problem that precipitated the patient's admis­
sion to psychiatric hospital had been present and how
4the family had coped with it, prior to hospitalisation.
In addition spouses of psychiatric patients are encouraged 
to describe and elaborate their understanding of the 
abnormal behaviour. In this way it is hoped to gain 
some understanding of the way in which the lay public 
construe abnormal behaviour; and to elucidate the kind 
of frameworks that they find most useful in the organisa­
tion of information relating to psychological dysfunction.
Finally, these ways of construing the problem will be 
compared and contrasted with the way in which informed 
experts construe the problem. In this context emphasis 
will be placed upon comparing lay constructions with a 
medical framework, and the extent to which lay construc­
tions are influenced by increased exposure to a medical 
framework in the analysis and treatment of the problem.
CONCEPTUAL FRAMEWORK
The term construing which has been used throughout the 
dissertation was carefully selected as representing the 
theoretical basis of the research. Kelly's Personal 
Construct Theory has provided a conceptual framework for 
the organisation of the material. Kelly emphasises that 
life involves constructions of reality, that is that man 
looks at his world through transparent patterns or tem­
plates , which he creates, and then attempts to fit over 
the events. These frameworks emerge partly through 
personal experience and partly from views current in 
society, which reflect its values. Personal experience 
of phenomena associated with psychological dysfunction 
is likely to be located in a framework of social explana­
tions and rules. The emphasis of this theoretical 
perspective is of Man, continually attempting to com­
prehend, to make sense of events.
Individuals are seen as having construct systems, which 
act as frameworks in which information regarding events 
can be most meaningfully organised. Often the framework
iCfZ-
5may not fit events well, or may only fit certain 
aspects of the events appropriately; nevertheless, 
a poor fit is usually considered better than no fit at 
all.
In the context of the present study, for example, 
although the subjects may not be assured that the 
particular way that they are construing the nature and 
cause of their spouse's problem is the most appropriate 
or useful way, in the absence of alternatives it is 
preferable than no framework for understanding the 
phenomena.
Construct systems are flexible, and individuals seek to 
improve them either by increasing their repertoire of 
constructs or by altering them in the face of new evi­
dence. However, often an individual's investment in 
a larger system, or his personal dependence on a parti­
cular way of construing a set of events, is so great that 
he will forego the adoption of more precise or appropriai- 
constructs. This point is relevant to the elaboration 
both of why individuals (whether expert or lay people) 
may adhere to a particular framework despite new, possib.Vv 
conflicting information, and also why professional groups 
may be resistant to alternative frameworks, in the face 
of new evidence.
Kelly suggests that widely shared or public construct 
systems are designed primarily to fit specific fields 
of facts, since it is only when one limits the realm of 
facts that it is possible to develop a detailed system, 
without worrying about the inconsistencies in the system 
that peripheral facts would reveal. Thus, one limits 
the realm, and attempts to ignore intransigent facts 
just outside the borders of that realm. An example 
of this might be a particular model for the understanding 
of abnormal behaviour such as the medical model, where 
some of the inconsistencies of such a model are revealed 
by data outside the realm of that system.
i a<Z
6The boundaries surrounding realms or fields of events 
are tentative. They encompass events to which a 
particular construct system can most profitably be 
applied. This realm of events is referred to as the 
presumed range of convenience for the construct system. 
It is normally only within the range of convenience that 
the construct system is a useful and appropriate tool 
for understanding events.
Some frameworks for construing sets of events have been 
so successful that some schools of thought have attemptec 
either to expand the realm of events outside the range 
of convenience, or to protect their exclusive rights to 
-construe particular facts. It is suggested that to 
some extent in the development of the medical model, for 
example, both of the above have occurred. The realm 
of events considered relevant to a medical perspective 
certainly has increased following the success of medicine 
in a number of areas. It may also be argued that there 
have been some attempts by the medical profession to pro­
tect their exclusive rights to construe particular facts, 
for example facts relating to mental illness. On this 
point Kelly (1955) is quite clear:
l i l l P E i B -
The preceding discussion represents a conceptual frame­
work which has proved useful and appropriate both in the
design of the study, and in the critical review of the 
relevant literature.
With regard, more specifically, to the present research 
project, the decision to allow the subjects as much 
flexibility as considered feasible was governed to a 
large extent by the theoretical bias as outlined in the 
conceptual framework. It was felt that this was the 
most appropriate way to gain access to their construct 
systems as applied to the understanding of the events
7surrounding their spouses* admission to a psychiatric 
hospital. Analysis of the data is largely in terms 
of looking at the construct systems that each subject 
uses, and how these systems change in response to new 
information.
SKCTICK I 
REVIEW OF THE LITERATURE
6REVIEW OF LITERATURE
Despite much research during the last six decades into mental 
disorder, there is still no substantial verified body of 
knowledge about its cause, treatment and nature. Behaviours 
associated with mental disorder are open to many interpretations, and it 
is likely that recognition of mental disorder is of concern to people 
at many levels of analysis. It is of concern to patients, to the 
family and friends of psychiatric patients, to the community, 
to those mental health personnel concerned with dealing with the 
problem, and those engaged in research, providing information 
to facilitate the understanding of the phenomena associated 
with mental disorder. The way in which one approaches the 
problem, the psychological set in which one is operating, one's 
social position and the role relationship that one has with regard 
to the patient, is likely to influence the way in which the problem 
is construed.
To quote one of the early researchers in the field:-
’’Competing conceptions of reality are nowhere more 
evident than in the area of mental illness, where 
layman and psychiatrist hold views that proceed from 
different assumptions, and end with different implic - 
ations for action”
(Schwartz 1957)
That competing conceptions do exist about the nature of mental 
disorder is common knowledge in the professions concerned with 
studying mental health problems e.g. Price (.1972), Sicglcr & Osmond 
(1966, 1974)5 Clare (1976). Not only is there a lack of agreement 
between experts on the way in which mental disorder might most 
usefully be construed, but also differences exist in the way in which 
the public appear to construe the same phenomena.
In the context of considering different perspectives on abnormal 
behaviour or mental disorder, this review focuses at a more general 
level upon theoretical perspectives and opinions held by the 
general public. It then considers more specifically information 
pertaining to the way the phenomena is construed by psychiatric
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patients and their spouses, that is, material most relevant to the 
research presented here.
I.I THEORETICAL PERPECTIVE5
In the last decade there has been a number of attempts to organise 
the different theoretical perspectives on mental disorder, e.g.
Clare (I976), Price (1972), Siegler and Osmond .(1966, 1974). These 
attempts have been made to alleviate some of the confusion that exists 
in psychiatry, which to-day, according to Siegler and Osmond (1974) 
"resembles the Tower of Babel". This point is also emphasized by 
Clare (1976) who suggests that: "To the intelligent, sympathetic 
observer, intent on reaching a balanced, informed understanding 
of its content and its possibilities, the fragmented state of psychiatry 
presents a formidable picture".
The attempts to organize the plethora of theories about the aetiology, 
nature and treatment of abnormal behaviour are similar^  each has 
grouped together different theories into major perspectives or models, 
and have discussed the different assumptions and implications of these 
perspectives. The term1model* (Siegler & Osmond 1966) and * perspective * 
(Price I972) have both been used in the elaboration of different 
frameworks. In the context of this review the term perspective has 
been preferred. -
THE MEDICAL PERSPECTIVE
The perspective which is the most influential of the different
ways of construing abnormal behaviour seems to be the
medical or illness perspective. It provides, amongst other things
the language used to discuss mental disorder and the major institutions
for treating it. In tracing the development of this perspective
Price (1972) notes that the comprehensive work of Kraeplin, elaborating
the illness perspective, suggests it is
Now a fully elaborated metaphor embodying specific assumptions 
about the nature of abnormal behaviour, which serves as a framework• 
for psychiatry."
II
One of the characteristics of this model is the use of diagnosis 
implying the fillness* resides in-the individual, and given the 
right tools and skills, it can be identified, and cases counted, 
as with physical illness. Objective facts are emphasized, rather 
than alternative constructions or subjective experience. The 
relative nature of the behaviour is not emphasized and therefore 
contextual factors are not likely to play a particularly significant 
role. Diagnosis consists of giving the' condition a name, which in 
level of information is equivalent to e.g. diabetes. Although 
aetiology is considered multifactorial, in common with other 
kinds of illness, emphasis is often on physiological factors. The 
behaviour presented is likely to be regarded as symptomatic of under­
lying pathology,and useful in as far as it leads to a better under­
standing of inner states. The emphasis in treatment is on.the 
app.lic.ation of medical procedures, e.g. chemo-therapy and E.G.T., 
which are normally accompanied by nursing care.
Siegler & Osmond (1966) present two versions of the rights of 
patients in terms of this perspective:—
a) the patient is viewed as being on an assembly 
line with experts working on him till he gets well.
In this version he has no rights to know about treatment procedures 
or details of his 'illness*. His only right is that the psychiatrist 
is an expert and provides the best treatment available.
b) the patient is viewed as responsible,with a right to 
know anything about his 'illness*that he can under­
stand. (though who decides what the patient can under­
stand is not specified)
In both instances he is expected to co-operate towards his own 
improvement, which implies an acceptance of a medical perspective 
as appropriate.
There have been many criticisms of this framework for construing 
mental disorder e.g. Szasz (1961,1971), Sarbin (1967), Ullman & 
Krasner (I965), Scott (1976). Szasz (1961), in his critique, suggests
that the medical perspective as a conceptual framework for construing 
abnormal behaviour, has outlived its usefulness. He points out 
two main errors in the disease analogy:-
(i) A confusion between metaphor and fact - that is, that in the 
development of this perspective abnormal behaviour was most usefully 
construed as_ if a disease. However, this metaphor has become 
reified to the extent that problems of living are construed 
themselves as 'illnesses'. Szasz feels that it is important 
to distinguish between neurological disease, and mental illness 
(which he prefers to construe as 'problems of living')
(ii) the second error is epistomological; this error is not in 
observation or reasoning, but rather in the organisation 
and expression of knowledge. The dualism implied in the term 
'mental illness' is a confusion of anatomical and social contexts.
The confusion of 'illness' as metaphor or fact seems to crop up 
frequently in psychiatric literature. It is not always clear 
whether the concept of mental illness is used because such 
phenomena can best be understood by construing them as an illness, 
as suggested by e.g. Ellis (1967) or whether it is used because mental 
illness is viewed as disease in the concrete sense, but of no 
known organic aetiology, (Hunter (1966)1 .
With regard to this controversy both Sarbin (1967) and Price (1972).
argue that the concept of mental illness operates as a reified
metaphor. Phenomena associated with abnormal behaviour and experience
initially were placed in a familiar frame of reference, that of
medicine, to facilitate understanding of such phenomena. However, '
increasingly over tim e the metaphor has become accepted as a real 
entity.
Scott (1976) suggests that the conceptual revolution placing madness 
in a medical framework ia no longer appropriate, and that alternative 
ways of construing, and more especially treating the problem, would be 
preferable. He suggests, as more useful, methods based upon social 
psychiatry, preventative care and crisis intervention in the
community. These, he argues, should be seen as largely replacing 
r,j_njzLed care in hosm tn 1 .c f nr> mamr
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psychological problems, reducing the size of both acute and chronic 
hospital populations.
The Medical perspective is likely also to obscure many social 
psychological factors that may have precipitated, or contextualized, 
the behaviour. Elaborating on this point, Orford (1776) notes:-
irDespite the fact that examination of events surrounding mental 
disorder suggests that the matter is not cut and dried, many people
still operate as if it were an objective fact, using diagnostic 
labels to convey the presence of mental illness. "
He continues by suggesting that this is not because mental health
practitioners arc simple-minded, rather that the framework in which 
they operate acts like a psychological set, constraining them to 
operate in a framework less complex than their private view of 
the world might be. i.
In summing up this perspective, the focus is likely to be on the 
individual, and on a search for pathology residing within him.
One of the main implications of this, especially pertinent in 
the context, of this research, is a relative neglect of the family 
setting, and the spouse, both in the formulation of the problem, 
and the treatment of it. There is more likely to be a lack of 
interest in context (which often has a normalizing effect), and 
more interest in the presence or absence of symptoms. The patient 
is more likely, as a consequence of this framework, to be seen in 
terms of categories, or specific symptoms, rather than a whole 
person in a particular social situation. This failure to fully 
consider contextual factors may lead to a neglect of real 
problems of living that the patient may be experiencing, and 
failure to suggest alternative ways of coping with, and adapting 
to them. A medical framework is also more likely to relegate 
the patient to a passive role, in which treatment is given to him 
in a way similar to that described by Siegler & Osmond in their 
suggested first description of the rights of the patient. If this
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situation occurs it may be that neither the patient nor 
his/her spouse are fully informed about how the medical.- 
personnel construe the problem, its cause and its likely course.
They may not be fully informed about the preferred treatment, 
and its alternatives, nor implications for the future, 
including the possibility of recurrence. This failure of providing 
detailed information has been discussed fully in the context of 
general medicine by Rachman/(l975 ^; ^ Illich (1976); Tuckett (1976).
A final point, noted by Schwarz (1957) is that the set, in which 
psychiatrists operate, leads them to focus upon what they consider 
to be pathological, unlike the spouses of mental patients who are 
more likely to focus on what is normal. One result of this is
that psychiatrists are far more likely to construe behaviour in a deviant 
framework than are spouses of psychiatric patients,(Clausen & Yarrow
(1955); Schwarz (1957))dr the lay public in general,( Gumming & Gumming
(1956); Nunnally (I96I).)
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The Learning Perspective.
This is currently one of the most rapidly growing approaches
to the study of abnormal behaviour. Adherents of the approach
e.g. Ullman and- Krasner (1969) usually take pains to point out
that its basis is in modern learning theory, although a number
of critics, e.g. Breger and McGaugh (1965) have suggested that
the links between behaviour therapy and learning theory are
tenuous. From this perspective abnormal behaviour is viewed
as maladaptive, but it is not assumed to differ from other,
presumably normal behaviour in terms of its development and
maintainance. Since there is presumed to be no discontinuity between
adaptive and maladaptive behaviour, the decision to call any
behaviour pathological depends largely on social factors. For Ullman
and Krasner (1965) maladaptive behaviour has two main identifying
characteristics. Firstly, it is considered inappropriate by those
individuals in a patients life, who control the reinforcers for that
person. Secondly, maladaptive behaviour tends to result in a reduction"
in the amount of positive, reinforcement given to the person who
engages in that behaviour. Eysenck (1965) agrees in general with
this point of view, but argues that it is important to distinguish between
innate behaviours, and learned maladaptive responses.
Little emphasis in this model is placed upon aetiological factors; 
and the main object of intervention is to change the manifest, problem 
behaviour. Maladaptive behaviour should be seen as the problem 
and not symptomatic of an underlying problem.
Manipulation and change of maladaptive behaviours through the use of 
positive and negative sanctions, arc viewed as appropriate therapeutic 
procedures. One of the imp!ications of this model has boon a shift 
away from the psychiatrist as the main treatment source, towards a more 
important role played by the clinical psychologist. This point was 
noted, by Smail (1973). when tracing the changing role played by the 
clinical psychologist in the National Health Service. The advent 
of behaviour therapy has enabled the psychologist to feel that he has 
the conceptual tools with which to approach the phenomena of mental
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disorder at least as potent as the K.C.T.machine, and anti - 
depressant drugs. Thus the perspective provides a well formulated 
psychological framework for the understanding of abnormal behaviour 
in which situation factors, including reward and punishment are 
emphasized.
Social Perspective f '
This perspective is one which incorporates social factors in the 
understanding of behaviour disorder and includes a number of theo­
retical stances. Glare (1976) points out that one interesting 
feature of the social model is how it unashamedly widens the area 
of psychiatric involvementrand expands the number of people 
involved in the diagnosis and management of psychopathologies.
No longer is the individual alone considered the proper object 
of psychiatric concern, but the individual plus the social 
situation become appropriate concerns.
Labelling theory, which would be included in this perspective, 
suggests that the way people react to rule breaking or 
unusual behaviour is important, since it may exacerbate the 
initial problem. Although the social perspective is much broader 
in scope, than just social labelling theory, this aspect is 
focused on since it is considered most relevant to the 
research topic.
All manner of crucial life events, including hospitalization
and treatment may follow from labelling behaviour a 'mental
disorder' which may not have followed had the behaviour been
labelled differently. Both Fearn (I969) and Goffman (1968)
found that the longer a patient was hospitalized, the more
his role as mental patient was reinforced. They found that both
the salience.of•patient identity, and the extent to which self
was explained in terms of .'patient-role » increased with
greater psychiatric contact. However, in the above studies
it is difficult to differentiate the effects of institutionalization
and the impact of any labels. Few studies have attempted to
9 r\A
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look empirically at the extent to which the imposition 
of a label, such as psychiatric diagnosis, affects the 
way in which a patient and significant others construe 
themselves and their problem. A more recent study by Quandagno 
& Antonio (1975) suggests, following analysis of data 
obtained from interviews with female mental patients in short 
term care, that labelling theory should be qualified to include 
individual reactions to labels. It is interesting to note that, 
although labelling theory is supposedly derived from & symbolic 
interactionist perspective, it conveys a process which is unilateral , 
ignoring individual interpretations and reactions to labels.
Further studies might look at the way in which abnormal behaviour 
is initially construed within the family, and how these constructions 
might change following psychiatric intervention. It is likely 
that passive acceptance of an alternative.way of construing the 
problem is only one of many possibilities.
I revious research (Thomas - unpublished) suggests that even in 
the absence of family or social labelling,- individuals seek 
definition of their own behaviour, and this may imply the • 
provision of a deviant label by the individual himself. In 
many instances people seek psychiatric help because their self 
image is deviant. It should be noted of course that self 
definitions are derived from a public and social world. Even a 
definition of oneself as deviant is located in a social 
context, where values and norms determine to a large extent 
what is considered deviant.
Also included in the Social Perspective on abnormal behaviour 
is the work derived from models of preventative, social psychiatry 
and crisis intervention. This work emphasizes the role of crises, 
both developmental and accidental (Erikson 1959) in the development 
of psychological dysfunction. Caplan (1964) who laid much of the 
groundwork, suggests that although many of us face crises, for 
some such burdens may increase over time till breaking point is . 
reached. In these instances major disorganisation of the individual, 
with drastic results, may occur. He examined the case histories 
of psychiatric patients and found that during certain life crises,
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the individual dealt with the problems in a maladaptive way, and 
emerged from the crisis less healthy. Recent research does 
indicate the significance of crises or major life events in 
the development of psychological disorder, e.g. Uhlenhuth &
Paykel (1973) Jones & Polak (1968), J.W.K.Morrice (1974). Models 
of treatment based upon this work include crisis intervention 
schemes, carried out largely in the community such as the 
one outlined by Scott (1976), and the work of Jones and Polak 
(1968) using largely day care facilities, and involving the whole 
family in therapy.
The Humanistic Perspective
This perspective has at least three distinctive viewpoints, 
self—theories, existentialism and some phenomenology. Among 
the authors usually associated with this perspective are,
Rogers (1959), Maslow (1954)& Bugental (1965). The view 
of man from this perspective is optimistic, focusing upon 
the realization of human potential. The humanistic view 
sees abnormal behaviour as a failure to realize the full potent­
ial of human growth. Treatment procedures focus upon the individ­
ual and his growth potential. It is assumed that if a warm, 
supporting, positive relationship- exists between patient and 
therapist, these growth forces in the individual are encouraged to 
the fore, and positive changes will take place in the individual. 
The humanistic movement can be seen at least in part as.a reaction 
to the dilemmas of modern man. May (1969) notes that faced with 
increasing dehumanization, it is.not surprising that people will 
turn to a view of man that emphasises individual identity, one 
which sees the aetiology of modern mans anxiety in his dehuman­
ized and increasingly technological society.
Family Interaction Perspective 
was
This perspective/fully elaborated by Laing (1967). It views 
not only the person with the presentingsymptoms as » sick » but 
rather the whole family as ' sick.'. The 1 sickness1 itself can
0,(1
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be defined in terms of faulty, harmful relationships within 
the family. The person in the family who presents the problem 
is seen as having been nominated by the family to act out their 
pathology, i.e., scapegoated. The patient's behaviour is best 
understood as the performance of his role within the family.
In that sense it is neither 'crazy' nor incomprehensible but 
can be understood as a rational response in the climate of 
abnormal family interaction. The treatment proposed is mainly . 
that of family therapy, in an attempt at making all members 
of the family more aware of their faulty mode of interaction.
Psychoanalytic Perspective
This perspective evolved from the work of Freud and theories 
derived from his work.. Mental illness is seen as a continuum 
of emotional difficulties from mild neurosis to severe 
psychosis. The disorder is related as much to personality structure 
as to overt'illness'. Much emphasis is laid upon the cause of the 
problem, which is found to be mainly in childhood experiences and 
early psychosexual development. Behaviour is seen as symbolic 
of early unresolved problems and has to be understood and inter­
preted by the therapist. Psychoanalysis is the teatment procedure, 
and is aimed at resolving these problems, through free association 
and catharsis.
This represents a brief overview of different theoretical perspectives 
on abnormal behaviour. It is by no means exhaustive, and the relative 
emphasis given to some perspectives reflects only what is considered 
by the author to be most relevant to the research. To the extent 
that conflict exists between the perspectives, there is likely to 
be conflicting implications for the understanding and treatment 
of dysfunction; this may lead to confusion both for the treater . 
and the treated, and may increase anxieties that either the patient 
or his spouse might have. On the other hand, mental illness 
is by no means a unitary concept. It includes different kinds . 
of behaviours, with different origins, and therefore, to some extent
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requires different approaches. Thus it may not be appropriate 
to seek one unified system in the explication of phenomena associated 
with psychological dysfunction, but rather recognise that there are 
a number of systems each with its own range of convenience. These 
different systems may represent different levels of analysis, or 
- alternatively may be appropriate only for particular aspects of 
psychological dysfunction.
However, care must be taken in the application of these different per­
spectives, as Kelly (1955) points out, in the context of Personal 
Construct Theory.
TIf we are to continue to use such a disjointed combination 
of minature theories, we shall have to be careful to apply 
each system abstractly and not concretely, that is we must 
acknowledge that events can be viewed in their different aspects. 
We should recognise the limited range of convenience of each 
system.’
Public Conceptions of Abnormal behaviour
-
Information regarding how different experts construe abnormal 
behaviour has been fairly well documented. This, however, does 
not appear to be the case with regard to how the public view the 
same phenomena.
Orford (1976).notes that most of the research into how the. public 
construe abnormal behaviour has been carried out in terms of 
opinion surveys on mental illness, i.e. probing attitudes towards 
a given framework.for construing the phenomena. This is 
further borne out in a recent review article by Rabkin(l972)on 
public opinions of• mental illness, in which no research is quoted 
in alternative ways of construing the phenomena. The exceptions 
to this seem to occur in the context of construing health, and 
illness in general medicine, e.g. Tuckett (1976), Herzlich (1973).
The main problem with research into public opinions 'of mental
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illness lies in the assumption that it is an appropriate frame­
work to view abnormal behaviour. This is not necessarily so. 
However, since this is how much of the research has been carried 
out, the literature reviewed in this section will necessarily 
reflect that bias.
Case descriptions (Star 1955) have been used to assess 
differences in the recognition of mental illness. Gumming & Gumming
(1956) compared doctors, nurses and lay public using this technique, 
on their ability to recognise 'mental illness'. They found that 
nurses recognised considerably more mental illness in the descript­
ions than did members of the public, but less than doctors. They 
found that members of the lay public failed to recognise mental 
illness three times as often as they recognised it. Schwartz 
(1955) found that the public did not apply the term mental illness 
to case descriptions that psychiatrists would describe as evid­
encing severe mental disorder. Laymen tend to deny that anything 
short of extreme psychotic manifestations can be regarded as 
mental illness. They regard as normal a much wider range of 
behaviour than would many psychiatrists. She suggests this is 
due in part to a neglect of situational determinants.of behaviour 
by psychiatrists, which often serve for the public, to make 
the behaviour appear more understandable and thus more easily 
accommodated in a normal, as opposed to deviant, framework.
Schwartz (1955), Phares (1972).
Braginsky et al (1969) refer to current conceptions of the mental 
patient as someone who is cognitively impaired, and incapable of 
rational action. Star (1955) in her work also found that the 
behaviour had to show signs of 'loss of reason', loss of control 
and inappropriateness of behaviour, before the lay public were 
readily prepared to use the concept of mental illness. Using 
case descriptions the majority of the public in her survey (Star 
1955) viewed the paranoid schizophrenic as mentally ill, but 
very few regarded the compulsive phobic girl described, as 
mentally ill. -
2~ 1 u-
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Nunnally (1961) used a questionnaire(O.M.I.)*to learn what 
the public knows and thinks about mental illness. He
found that there were ten factors, but that these accounted 
for only.25% of the total variance. He interpreted this 
as showing that information about mental illness.is not highly 
structured or crystallized. Beliefs about mental illness held 
by the public as defined by the first several factors were:-
a) Peculiar physical appearance
b) Lack of will power
c) Greater susceptibility of women and the aged
d) Role of morbid thoughts in precipitating illness.
He also found that the stigma associated with mental illness 
is general? crossed social groups. He found that it bore 
little relation to demographic factors such as age and education.
His results suggested that the general public tend to reject 
disturbed behaviour that is socially visible, even if it is. not 
severe in terms of its incapacitating effects on the individual.
It is less socially acceptable to behave in a bizarre way than
f)
to act withdrawn, depressed or dctatched way. „ Q-'
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Differences between expert and lay opinion may lie- not only in 
the recognition of what constitutes mental illness but may also 
concern beliefs about the origins and change of deviant behaviour.
The use of mental illness as a concept in opinion surveys, reflects 
. the extent to which this perspective is influential not only in 
applied psychiatry, but also in the field of research. In attempts 
to understand how the public comprehend phenomena associated with 
behavioural dysfunction, research has consistently used inventories 
designed to look at attitudes to mental illness, which is only one of 
many possible frames of reference. This research bias reflects 
not only the influence of the medical model, but may also reflect the 
way in which researchers anticipate/the public will view mental 
disorder. More generally it reflected at that time a preference in 
research for opinion or attitude surveys. Such an approach limits 
the possibilities for probing more deeply the public’s conceptions
(OMI) = Opinions about Mental Illness Scale (Cohen & Struening 1962)
of behavioural dysfunction.
Perspectives of Patients and their Spouses on Abnormal 
Behaviour.
Having considered public attitudes to mental disorder, it is 
pertinent to ask how members of the public who have had experience 
of mental disorder and psychiatric services either directly or 
indirectly, construe the same phenomena. Manis et al (1963) 
found that psychiatric in-patients changed their opinions 
about the nature of psychiatric illness during their first 
30 days in hospital, in the direction of the views of the 
mental .health staff treating them. However, in her review 
article, Rabkin (1972) states that the overall findings suggest 
that mental patients' attitudes are like those of non-patients 
of comparable age, education and social class. Supporting this 
view is the research of Giovannoniand Ullman (I963) who found 
that psychiatric patients were no better informed about mental 
health and illness, than the general public. Their attitudes 
tended to be as negative in general as those of the public.
Pine and Levinson (I96I) looked at the categories that patients 
assign to themselves and to fellow patients. They found that 
patients' views of the degree of illness of others were formed 
from a comparison with their own problems. Mental illness as a 
category was often confined in its usage to fellow patients who 
were perceived to be worse than the subject, whilst those who 
were like the subject, were considered 'not so bad', and often 
defined, for.example, as merely 'nervous'. Tolerance of 'illness' 
behaviour differed from ward to ward, but was greatest on the 
admission wards.
The criticism that was levelled against the research on public - 
opinion in general towards abnormal behaviour is relevant here 
also. That is, rather than looking at how patients construe 
abnormal behaviour and elaborating the different frameworks used, 
attitudes towards mental illness, as an explanatory concept, have 
been assessed. On this point Tuckett (1976) in emphasizing the
neglect of these areas in research, notes that no previous 
study has asked the following questions:-
i) What it is that precipitates the patient!s visit to a 
clinician at a particular time,
ii) What perspectives patients' have of their problem and 
of the psychiatric hospital before and after contact,
iii) What their assessment of the treatment they received 
was,
iv) How they see their problem after discharge compared 
with before, and how they think the clinic helped, if at 
all.
With regard to how patients themselves contrue their own 
behaviour and experiences the limited research information 
available does suggest that the perception of behaviour as a 
problem depends on a number of socio/cultural factors, eg.
Zola (I963), Clausen & Yarrow (1955)• Socio/cultural factors 
also incidence the action that is thought to be appropriate.
Tuckett (1976) concludes:-
"In short the recognition of a symptom as a problem, 
the construing of the oroblem, and the patterns of approp­
riate action to deal with symptoms are socially construed 
and maintained in much the same ways, to choose varied examples, 
as are the patterns of courtship, appropriate behaviour at weddings 
and methods of settling disputes over ownership."
Similar conclusions were reached by Herzlich (1976) in her 
interesting account of the way in which health and illness, 
more generally, are construed. If one considers the different 
possible interpretations that one can place upon abnormal 
experience and behaviour, it is likely that individuals are 
reluctant to define themselves as 'ill». This is not only
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because of any stigma that may be attached to mental, 
illness or even the anticipation of such stigma, but also 
because of the connotations that illness has _ that such a cond- 
ition’is a burden, a handicap caused by the invasion of a 
foreign agent analogous to a germ or a virus. After.all nobody 
wants to be ill... Although this is likely to be so generally, 
there are certain advantages to defining a problem as mental 
illness. These include the relief of the burden of responsibility 
for one ’.s actions, that is that the abnormal behaviour or experience 
is a consequence of an 'illness' rather than deliberate action on 
the part of the patient. Also such an interpretation may offer 
a clear, well formulated explanation of behaviours which have 
caused discomfort and confusion for those concerned. Such a 
framework may offer not only explanations, but also hope for 
therapeutic action and recovery. Despite these possible advant­
ages there is evidence both in general aid psychological medicine 
that both patients and their families resist an illness definition, 
and instead tend to normalise the symptoms as long as possible.
(Zola, I963, Schwartz 1957; Clausen and Yarrow, 1955).
The gaps in our understand of the role of the spouse in psychiatry
have beén pointed out on a number of occasions, e.g. Orford (1976) 
Tuckett (1976) and Humphrey (1969) Certainly a review of 
published articles reveals a paucity of information. The 
emphasis of work that does make reference to the role of the 
spouse tends to focus on his/her role in the development or rehabil- 
itation of the problem. There is little reference to how the spouse
construes the naturè and treatment of the problem, nor what the ■ 
impact of the events surrounding the. patient's admission to 
hospital, and subsequent stay there, have been on the spouse.
Humphrey (1969) in his work on marriage and psychiatry notes 
that doctors in adult psychiatry, tend to work with patients
as individuals rather than as a member of a family. This is
certainly unfortunate since psychiatric disorder can have serious 
repercussions for the family. When the spouse is involved it is 
often to corroborate the.patient's story and to obtain information, 
rather than assess the impact of the psychiatric problem on other 
members of the family. Not only would it be helpful to consider
the impact of the problem from the point of view of the 
spouse, or order to offer him/her support, or understanding 
of the. problem, but also in the long run it is likely to be 
beneficial to the patient. Brown et al (1962) have considered the role 
of the spouse in the rehabilitation of psychiatric patients. They 
found that the spouse played an important role in the rates of 
relapse among-st ex-patients. For example, the patients behaviour 
would deteriorate if returned to a home in which at the time of 
discharge, strongly expressed emotion, hostility or dominating 
behaviour was shown to the patient. In replicating the study,
(Brown et al 1972) they gained essentially similar findings; 
in the latter study the number of critical comments about the 
patient by a relative was a crucial variable. In another 
study, Freeman & Simmons (I963) also found that performance on 
return home from hospital was related to, amongst other things, 
the attitudes of relatives. No reference was made in this 
study to any attempt to involve the relatives either in therapy, 
by providing information or by discussing how they construed the 
problem. In summing up his review, Orford (1976) suggests that:—
"The gap's in our understanding of marriage and mental disorder 
are more impressive than the areas of established knowledge, but 
a rough sketch of sorts is beginning to appear".
No reference is made, in his review, to work looking at the 
effect of mental disorder on the spouse of a psychiatric patient, 
nor how that Spouse construes the problem.
iew studies have looked at the kind of perspective that a husband 
or wife has on the presence of a psychiatric problem in. his/her 
spouse. Again reflecting the vogue for opinion/attitudinal research 
during the bO's there were studies looking at the attitudes of 
mental patients'relatives to mental illness. In this vein, Freeman. 
(1961), using a standardised" interview schedule, looked at the 
attitudes of spouses to mental illness. He found that better educated 
relatives had more enlightened attitudes to mental illness, as did 
younger relatives. Social class was not a significant factor. 
Relatives attitudes were not influenced by the duration of hospitaliz-
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ation or diagnosis of patient, except in the question of recovery.
Behaviour following discharge from hospital did affect spouses' 
attitudes about the chance of complete recovery and the extent 
of the patients responsibility. Holingshead and Redlich (1958)
in their mammoth study, did find differences in relatives 
attitudes, relating to social class. The lower the class, the 
greater were the feelings of fear and resentment; the higher the 
class the greater were the feelings of guilt and shame. The 
attitudes of relatives to the patient whilst in hospital, was also 
found to be related to whether the patient came home, or ended up 
on. a long stay ward.
The main studies on how spouses construe psychiatric problems,
and how these constructions change over time, were carried out
111 the context of a large project looking at the impact of mental
illness on the family. (Clausen and Yarrow 1955). These studies
h owever, only looked at wives' perception of abnormal behaviour in
their husbands. Although carried : out in the fifties, they are
quoted as primary sources because search of the literature reveals
that no substantial studies of this type have, been carried out since
that time, This is borne out by current texts, eg. Orford (1976)
Tuckett (1976) who quote freely from this early research. Clausen
and Yarrow (1955) considered the impact of mental illness from the 
following frameworks:-
i) The social perception of the husband's behaviour under 
conditions of stress, and the changing perceptions as 
the husband fails to conform to expected behaviour 
patterns.
ii) Cultural modes of defining and dealing with mental 
illness
iii) Different types of individual response to mental illness, 
with emphasis on the consequences for the inter -personal 
relationships involved
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iv) Maintainance of morale or cohesiveness in the family 
under stress.
v ) Changing role structure in the family, from which a 
member is temporarily removed.
Clausen and Yarrow found that the situation confronting the wives 
was characterised by: lack of clarity, a changing situation, a 
situation in which some of the inherent anxieties and insecurities 
cannot be relieved, and finally a situation from which the wife 
cannot readily escape. The first paper in the series, Yarrow and 
others (1955) is of particular interest as it focuses upon the 
psychological meaning of mental illness in the family. The follow­
ing stages, in this context, were distinguished
1. Wife discerning the problem - the husband's behaviour not 
fully understood or accepted.
2. Examining and adjusting expectations to fit and account for 
his behaviour.
3. Interpretations shift and vacillate
4. Adapting to atypical behaviour.
They found there were many different adaptations to this stressful 
situation, including a denial of the problem, or normalization of 
the problem. They found that considerable accomodation to a 
problem can develop between individuals, their symptoms and the 
patterns of relationships and activities that they arc .involved in. 
The significance of context and past experience allows this 
accomodation to take place, and often it is a breakdown in the 
accomodation of the problem rather than the problem itself, that 
is an important variable in understanding why help was sought, 
and at what point help was sought.
When and how.the problem became defined appeared to be idiosyncratic, 
e.g. sometimes it was when the wife.could no longer manage the 
husband, sometimes when the behaviour interfered with the family
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routine, or merely because the wife was no longer able to 
explain the behaviour in a framework of normality. They classified 
the initial interpretations of the problem as:-
1. Nothing really wrong
2. Character weakness
3. Physical problem
4. Normal response to crisis
5. Mildly emotionally disturbed
6. Serious emotional mental problems.
The wives' perceptions tended to change following involvement with
psychiatric services and admission to hospital. There seemed to be
three distinct patterns. Firstly, rather less than half changed
their interpretations towards seeing the problem as mental illness;
with the redefinition the behaviours themselves, and the context,
lost some significance and became signs of something deeper. There
was a shift from viewing the problem in its context, emphasing the
normal aspects of the behaviour, to seeing the problem in a
deviant framework, in which pathology is emphasized, looking
at the presence of symptoms as indicators of illness. This
represents a shift from a highly personalized and contcxtualiscd frame
work, to-the more objective one held by medical personnel.
A second characteristic response, for a third of the wives, was
to continue denying their husbands could be mentally ill. The
problem with this analysis is the underlying assumption that
mental illness is both a correct and an appropriate interpretation.
An alternative way of viewing this response, is to suggest that
the wives rejected an- interpretation of mental illness as not useful
and such a rejection may have been appropriate. The final group,
appeared never to develop a consistent 'theory* to account for
their husband * s behaviour. It appeared the main factors that
accounted for a rejection of construing the problem as mental
illness, included;- the fact that the behaviour often followed
a fluctuating course; that it merely appeared to be an intensification
of long standing response patterns and poor communication between 
husband and wife.
Schwarz (1957) in a further paper carried out in the context of the 
above project, focuses upon different perspectives of deviance.
looking at wives definition of their husbands mental 
illness. In this study again x only interviewing wives, 
the husbands had all been diagnosed psychotic. She was 
concerned with developing a framework for analysing patterns 
of definitions of problem behaviour held by the wife. The 
assumption of this paper is that lay views are part of the fabric 
of social life, understandable in terms of complex cultural orientations 
of given groups, as such they serve functions for the social system, 
as well as for those who hold them. The two major frames of refer­
ence for construing the problems are distinguished as (i) a deviant 
and (ii) a normal framework. In the development of the problem the 
following three stages were discerned:
1. Peculiar or unusual behaviour 
ignored
• 2. The problem is perceived, and 
focused upon in an attempt to 
explain it
3. Behaviour evaluated as partly or 
completely deviant.
Those wives who perceived the problem in a normal framework made 
attempts to find if the behaviour had a reasonable basis of 
acceptable reasons for it could be found, it could be defined as
normal. Under these circumstances a normality framework is •
preferred as an acceptable framework for interpretation. Making j-'i.
reference to the work of Bott (1956) and Carfinkcl (1949) she notes
that the closer the definer is socially and emotionally to the 
person whose behaviour is under consideration, the greater will 
be the tendency to use a normality framework in interpreting the 
behaviour. The ways in which behaviours were normalized included, 
seeing the behaviour as a result of unusual circumstances, or by 
redefining the norms by which everybody is judged (eg, everybody is 
anxious these days)
I
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As the patients in this study were hospitalised, the wife 
did almost inevitably consider something was wrong, but 
within a deviant framework many interpretations,. with different 
degrees of.acceptability were possible. For example, physical 
illness might be considered more acceptable than mental illness, 
although this is likely to depend upon the individual implications 
of _each. Schwartz found that wives attempted to work out definitions 
that contined elements of both frameworks. The changing perspect­
ives of the wives on what was wrong with the husband, was viewed in 
part as attempts at the resolution of the two opposing types of 
interpretation, (i.e. deviant and normal)
The main factors determining the assumption of a deviant framework 
were categorised into the following four groups:-
a) Situational factors
These included the length of time the behaviour was demonstrated, ( 
the context in which it occurred, and the opportunities of the wife to 
observe the behaviour.
À
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b) Personal Factors
These refer to idiosyncratic factors relating to the wife, and ^
the relationship between the husband and the wife.
c) Cultural factors
•—  ■ ■ - ■ .jj. .
These refer to the norms that specify the nature of mental
illness or health, and includes both societal and sub-group
differences, e.g. in what kinds of behaviour arc considered accept­
able, and what are not. >'
' ' ■ ' Id) Referential factors !
This focuses upon the definitions that others give to the problem, :'
especially others whom the wife accepts as an authority. It also y,
includes the impressions she gains from the hospital, and the 
role of friends, relatives and the G.P.
Looking at the wife's definitions of deviance, the main constructs
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that evolved, were: the extent of the deviant behaviour
(whether partial or global): the alterability of the
behaviour; the temporal origin of the behaviour (recent or
remote) and finally how causality was construed. The
three categories relating to cause were: psychogenic (the
importance of past psychological factors such as difficult
childhood): situational (emphasizing the role of recent factors
and stresses) and somatogenic. Each framework was found to
evolve around one of the following basic themes: characterological,
that is that the problem was construed in terms of a defective
character or personality; somatic context, in which the problem is
construed as a specific somatic defect or physical impairment (this
may or may not be mental illness) and finally a psychological frame- 
work.
The results of Schwartz's study revealed that for about half 
the wives the major definition of the problem was mental illness, 
although many of the wives used the term mental illness to refer 
to their husband's condition which differed from their stereotype 
of mental illness. Most wives attempted to maintain a definition 
that established some element of normality. As hospitalization cont­
inued, the definitions moved in a direction of psychological terms 
as opposed to somatic or charactcrologLeal terms.
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CONCLUDING COMMENTS
There are. many different ways of construing abnormal behaviour, 
although it seems that the medical perspective is most influential, 
both in terms of institutionalised treatment procedures, and its 
influence on public conceptions of disorder.
There are differences in perspective both between experts, and 
experts and the public. Lay people tend to emphasize the context 
of the behaviour and the role of stress, in an attempt to 
accomodate and normalize the behaviour. Psychiatrists on the 
other hand are more likely to operate in a deviant framework, 
where diagnosis is dependent upon the. presence or absence of 
objectively defined signs and symptoms. Each viewpoint is likely 
to influence the other in the development.of perspectives. For 
example, in the last decade, there has been in psychology and 
psychological medicine ap increasing emphasis on context and the 
role of recent situational factors in the understanding of 
abnormal behaviour. The view of the public to some extent represents 
a distorted view of a medical perspective, although it tends to be 
distorted in a particular and somewhat consistent fashion.
It has been suggested in the review that both the psychological 
set in which one operates, and the role relationship one has with 
the patient will influence the way the problem is construed. The 
major drawback with much of the research has been that the psychiatrists' 
definition of the problem constitutes the only 'reality' and that 
other views constitute to some extent a denial of that reality. As 
emphasized in the conceptual framework of the research, the author does 
not hold this view, -rather it is emphasized that events are not 
considered as belonging to people; no group has exclusive rights to 
construe events in a particular way. Rather it is often fruitful to 
consider as equally appropriate, or at least consider simultaneously, 
alternative frameworks.
1 ,4 Problems with the Research to date
There are a number of problems with the research to date in this area.
The. overwhelming problem is a lack of any information with regard 
to how either the patient, or his/her spouse construes the nature,
cause and treatment of abnormal behaviour and experience. The 
information that there is available has either not been carried 
out on contemporary populations, or has used largely survey 
work looking at attitudes to a given frame of reference - i.e. 
mental illness. Such a perspective lias increasingly come under 
attack, and it is therefore considered no longer the most ' 
useful way of looking at the problem. Finally, there has 
been in the past a failure of research to provide a conceptual 
framework for looking at this issue.
The gaps are beginning to,be filled, and what has been carried 
out more recently includes:-
a) A fairly systematic analysis of the different perspectives 
held by experts on the problem.
b) An increasing interest in the public's notions of health and 
illness, although this has largely been canied out in the area 
of sociology and in the context of general medicine, rather 
than social or clinical psychology.
c) Research into how the patient construes his problem, and the 
extent to which these constructions are considered in the 
process of treatment, e.g. to what extent does the définit - 
ion of the nature of the problem represent a negotiation 
between doctor and patient?
d) Some consideration of the role of the spouse.
However, what does not appear to have been carried out recently, 
is any consideration of how the spouse construes the problem, how 
this affects husband / wife interaction, and how these constructions 
change following hospitalization.. There appears little or no 
infoimation about the way in which husbands construe mental dis­
order in their wives, nor if there arc sex related differences in the 
construction of mental disorder by spouses of mental patients.
There appears to be no information available on the impact of 
abnormal behaviour and subsequent hospitalization on the psychological 
welfare of the spouse, nor on the extent to which the spouse 
would like to be involved with the psychiatric services, whether
35
it be to remain fully informed by those treating the patient, or 
to be actively involved in therapeutic manoevres. Research to
questions that might be asked.
AIMS OF THE RESEARCH
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STATEMENT OF THE AIMS OF THE RRSEApr»
The literature to date on the areas of relevance to this study
xs so sparse that detailed hypotheses could not be formulated.
■Rather than hypothesis testing, what appears to be required
xs the provision of detailed, in-depth material from., which
specific hypotheses can be suggested. The aims of this
research are. to indicate how detailed information on the follow- 
ing areas could-be provided!—
x) the ways in which spouses of psychiatric patients construe
the nature and development of the problem, which precipated the
patients admission to hospital, the major causal factors, and the 
treatment of that problem.
11) The extent to which such constructions are flexible, and how
they may be influenced by the subject's exposure to the psychiatric 
services offered to the patient.
xxi) The extent.to which spouses' of psychiatric patients would like 
to have contact with the psychiatric services. This might mean 
either some involvement in the treatment programme, or merely the 
affording;of the opportunity to discuss fully the spouse's problem, 
and any anxieties that might be associated with it.
From this information, it is anticipated that at a later point that
specific hypotheses could be formulated and researched using 
more precise techniques.
The impetus for this research arose from a number of sources, namely:-
x) I iom a review of the literature it-appeared that the above areas 
 ^ intcicst hdvc. been little researched; there is a paucity of inform- 
atron available on these issues.
spouse thought about the presenting problem of the patient, let 
alone take any steps to deal with anxieties that he or she might have.
I ip;
 ^I#
' I
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in) A previous study (Thomas unpublished) of similar 
orientation, but asking the patients themselves to provide 
information on the areas described. The present study is 
important in the relationship that it bears to material gained 
from studies focusing upon how the patient himself construes 
the events precipating his admission to a psychiatric ward.
It is hoped that this research will-both reveal the extent to 
which those interviewed are cognisant of prevailing medical 
explanations, and will uncover aspects in the understanding of 
abnormal behaviour which reflect spontaneous attempts to organise 
the phenomena in a more individual and personalised way. The 
study.should most appropriately be regarded as a pilot study, and 
in this sense tentative and exploratory.
9 9 /
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METHOD
METHOD
2 "1 Design of the study
As noted in the statement of aims, the purpose of 
this study, rather than testing specific hypotheses, 
was to provide in-depth, qualitative material on how 
the spouses of psychiatric patients construe mental 
disorder.* It was important that the sample had not 
been previously exposed to psychiatric constructions 
of abnormal behaviour and experience. The sample 
comprised spouses of psychiatric patients who were 
admitted for the first time to a psychiatric ward.
It was not likely that the patients or their spouses 
had been exposed to the possibility of defining the 
problem behaviour in a psychiatric framework.
In order to gauge initial interpretations of the 
behaviour, contact was made with the subjects as soon 
as possible after hospitalisation of the patient. In 
this way it was hoped to explore the way they construed 
the nature and cause of the problem, and their expec­
tations of treatment, following only minimal contact 
with the staff of the psychiatric ward. Following 
this first interview each subject would be interviewed 
on two subsequent occasions, with intervals between 
each interview of four - six weeks. In this way it 
was hoped to provide information about changes that migh 
occur•in the construct system, with regard to the nature 
cause and treatment of the problem, following exposure 
to psychiatric formulations of the problem and a medical
41
orientation in treatment. It was also anticipated 
that this period would be long enough to relate 
changes in the subject's construct system not only to 
the impact of increased exposure to the psychiatric 
services, but also to the impact of treatment pro­
cedures on the patient, and the resulting improvement 
or otherwise of the problem.
2 » 2 Description and size of sample
It was initially anticipated that the size of the 
sample would be 20 subjects, equally distributed bet- 
ween males and females. However, incomplete data 
were obtained on 2 subjects - one male, one female - 
who were unwilling or unable to continue participation 
in the research. This reduced the sample size to 
eighteen, equally divided between male and female 
subjects.
The three main criteria for the selection of the sample 
were :
1 . that the subject was married to a patient recently 
admitted to an acute psychiatric ward of one of 
the selected hospitals;
2 . that the subject was living with the patient, at 
least up to the time of admission;
3. that it was the first time that the patient had 
been admitted to a psychiatric ward in a hospital.
Since the majority of admissions to acute psychiatric
wards are either re-admissions, or admissions of
unmarried patients, it was anticipated that such a
sample would be obtained with some difficulty. For
this reason, and the fact that an homogenous group with
regard to the nature of the presenting problem was not
being sought, no further restrictions were placed on the
sample. No particular age groups were being sought,
although no subjects over 65 years were included in the 
project.
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2-3 Method of obtaining: sample
The co-operation of a number of consultant psychiatrists
and the ward staff was obtained from a large psychiatric
hospital, and the psychiatric wing of a small general
hospital, both in the suburbs of London. Two distinct
geographical localities were sought so that any anomalie
associated with a particular hospital or area would be
avoided. It was also anticipated that by referring
to more than one source, the sample might be obtained 
more readily.
The names and addresses of spouses of patients who met 
the selection criteria were provided by the senior ward 
staff. Each acute ward included in the research was 
contacted weekly and new admissions were vetted to locate 
those who met the criteria for the selection of the 
sample. All subjects who met these criteria were con- 
tacted by letter. This letter served as an outline of, 
and introduction to,the research, and a request giving 
a suggested appointment time for interview (see 
Appendix B). This procedure was continued until an 
adequate sample was obtained. Over a period of 3 
months, 27 subjects were found to meet the research 
criteria and were contacted in the way described. Of 
those contacted, 7 were unwilling to participate in 
the research and 2 subjects were unwilling or unable 
to complete the research following the first interview.
2-4 Method of obtaining data 
Open-ended interview
The orientation of the research was such that the sub­
jects interviewed should have flexibility and freedom 
in the way they expressed their views. The main tool 
for gathering the data was an open-ended interview, which 
afforded the subjects maximum flexibility of response, 
within the prescribed limits of the themes under investi­
gation. It was felt that the method for gaining the
2  3 S
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kind of information required should not pre-empt 
possible ways of construing by the provision of a 
framework that a carefully structured method would 
imply. The study focuses upon actions that are 
meaningful to the subject, and extracts from him in 
a familiar way the meaning he attributes to these 
actions. It was felt that an attempt to impose 
standardised meaning, through the imposition of cate­
gories, would undermine this aim. An interview guide 
was developed, containing major themes arising from a 
review of the literature. Although an interview 
guide was used (see Appendix C), there was no precise 
order for questions, rather it ensured that no areas 
would be neglected. This technique has been described 
by Shapiro, M. (1972) and Clausen and Yarrow (1955).
It was designed to allow themes to be explored, rather 
than to provide closely formulated questions to be 
asked in a particular order.
The advantages and disadvantages of interviewing have 
been discussed by, e.g., Jahoda, Deutsch and Look (1953) 
and Oppenheim (1966). It is suggested that the advan­
tages of such a research method include:
(i) it is more flexible than many other methods ;
(ii) it probes the meaning that the subject attributes 
to the events ;
(iii) it is a preferred method for gaining material that 
the subject finds hard to discuss. Related to 
this point is a further advantage as noted by 
Oppenheim, in that interviewing tends to facilitate 
rapport between the subject and the researcher, 
and in this way material of a more personal nature 
may be given more freely;
(iv) greater richness of material can be gained in this 
way.
These advantages are particularly important in the 
context of this research.
Against these advantages one must consider the problems 
associated with interviewing techniques. One of the 
major difficulties lies in the quantification and 
analysis of the results. A further problem often 
cited is the lack of objectivity, both in the accumula­
tion of the data and in their analysis. The subjective 
views of the spouses that constitute the data do not 
pose such a great problem since it is this subjective 
world of the subject that the researcher-wishes to enter 
The use of anecdotes may be seen as a useful way of 
illustrating the subject's construct system. It does,
however, represent greater problems for the analysis 
of the data.
The themes covered included (for Interviewing Guide, 
see Appendix C):
(a) Background to the problem;
(b) Constructions of the nature of the problem preci­
pitating admission to a psychiatric ward, and the 
kind of vocabulary used to describe that problem. 
Focus will be on the extent to which the categories 
used reflect institutionalised ways of construing 
the problem, or rather represent more spontaneous
attempts to understand the phenomena in a personal 
way;
(c) Constructions of the cause of the problem;
(d) The way in which treatment is construed. Initially 
this will focus upon the general impact of hospital- 
isation and later will provide the spouse with the
oppoi tunity to discuss his/her assessment of the 
treatment provided to the patient.
Ancillary tools
In addition to the interview schedule, ancillary tools 
were also used. These included:
Character sketches of the patient as provided by
the spouse. These were given under the following 
headings:
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(a) My spouse (the patient) as he/she was when 
the problem was at its worst;
(b) My spouse - as he/she is characteristically;
(c) My spouse - as he/she is at the moment.
These were provided by the subject at each inter­
view. They were duly recorded and later transcribe.
(ll) — --rt Case Descriptions (Star, 1955) (see Appendix D 
for full description of these). Each of these 
Case Descriptions was read to the subjects. The 
subjects were then invited to describe their own 
interpretations and assessment of the behaviour in 
the Case Description. No introduction was given
to the Case Description except that the subjects
were told that they would be asked to comment on 
each case described. The comments of the subjects 
were recorded by the researcher. The Case Descrip­
tions were read to the subjects at the end of the 
first interview, and at the end of the final 
interview. In this way it was hoped to gain 
information on how the subject construed abnor­
malities of behaviour exhibited in people, to whom 
they were not intimately related, and about whom 
they had very little contextual information.
Data collection
Each subject was interviewed on three occasions, each 
interview lasting on average between 1 - l-J hours. The 
interviews were recorded and transcripts of each inter­
view were made from the recordings. The interviews 
took place in the homes of the subjects. This was not 
only more convenient, since most interviews took place 
in the evening, but also preferable to, e.g., a hospital 
room, in that the setting was more informal and less 
anxiety-arousing.
2 - 5  Proposed method of analysing the data
The material is not like that in the standard type of 
investigation involving the exhaustive collection of
23?
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opinions-, records o f behaviour or pre—determined 
response possibilities. Rather the study is explora­
tory, aimed at providing rich material to be examined 
thematically in its own terms. There will be as a 
consequence some problems of analysis, but the choice 
to forgo certain kinds of precision was made, and more 
flexible ways of gaining the material were preferred.
Questions will be asked of the data in terms of the 
themes outlined in the interview guide. Responses to 
these questions will be abstracted from the transcripts 
of the interviews. These will be noted for each sub­
ject and organised into categories; these categories 
will then be classified in terms of broader themes.
The material will be presented in both a qualitative 
and quantitative form. The qualitative approach will 
allow some elaboration of the material and illustration 
of different ways of construing by the use of quotations 
from the transcripts. Some reduction of the data is 
considered necessary to enable presentation of the 
material in a quantitative form. This material will 
be presented in tables, thus facilitating quantification 
and appropriate statistical analyses.
Z 3 1
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RESULTS
3 . 1  The sam ple
Interviews were carried out with eighteen subjects 
•ach subject was interviewed on three occasions over 
a period of three to four months. For the purposes 
o description, the presenting problems of the patients 
can be divided into the following diagnostic categories 
taken from case records): (i) neurotic problems;
11 PSyCh°tiC Problems; (iii) personality disorder; 
(iv) alcoholism.
TABLE I
The diagnostic category of the patients
Diagnostic category 
of the patient
Neurotic 
Psychotic 
Alcoholism 
Personality disorder
Number of 
subjects
Sex of 
Male
subject
Female
9
6
2
1
4
4
1
5
2
1
1
18 9 9
As the table shows, the largest proportion of the 
su jects fell into the category of spouses with neurotic 
problems, although a third of the subjects did exhibit 
problems with psychotic manifestations.
TABLE II
Sample by social class*
Dlofnthe1patient°ry “ i/f® C1®sses Masses Classes Classes
17 ^  5a 5b 6 / 7
Neurotic
Psychotic
Alcoholism
Personality disorder
Jones Scale! ' This^^aT^is °-f the •Hal1'f  ,4 r\
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As Table II suggests, the sample appears to be fairly 
evenly distributed across class categories. Such 
an even spread could have been anticipated since the 
catchment areas of the two hospitals included in the 
survey cover a broad spectrum of social groups.
3 - 2  Background to the problem
Information was gained on the following areas: (i) how 
long some evidence of the problem, for which help was 
sought, had been present, (ii) how long this behaviour 
had been perceived as a problem, about which help 
should be sought, (iii) reasons why, at this point, 
help had been sought (see Table III).
With reference to Table III, it can be seen that with 
three exceptions the spouses had perceived evidence of 
the problem for a long period preceding hospitalisation. 
There was, amongst the sample, much evidence of accommo­
dation to the problem. This was usually accomplished 
by citing events which served to contextualise the 
behaviour, for example:
Mrs. A: "My husband got dismissed from a very good job
and was never given a reason why...very big 
shock, because it was a really good job. He 
was very good at it. Then the fun and games 
began. He just couldn't get another job. He 
believes it was because he knew too much - not 
long after the management changed hands and 
there was some trouble about the way the busine 
had been run... He went literally from one job 
to another. Had a really awful time. Things 
really played on his mind... Then shortly afte 
this he kept saying he was being followed. He 
said the CID were after him. Then he started 
turning lights off in the flat...but all this 
time I did not think it was leading to anything 
There is a lot of fiddling and bribery in the 
catering trade..."
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or by referring to the changing norms in our culture, 
which serve to define the limits of acceptable behaviour,
e-g. ,
Mr. N: "She couldn't relax, and had difficulty in
sleeping but all the women in this block of 
flats are on sleeping tablets..."
For these subjects it appeared that seeking help was
influenced by a breakdown in the manoeuvres which had 
taken place to accommodate the problem. This is in 
keeping with the findings of, for example, Zola (1963). 
Ihose subjects, who immediately defined the behaviour as 
deviant, were afforded little opportunity to accommodate 
the problem in a framework of normal behaviour, since 
their spouses appeared suddenly to engage in bizarre 
or unreasonable behaviour. From this data the sample 
was divided into those for whom the problem, defined as 
something for which help should be sought, had (a) a
sudden onset, (b) a gradual onset. '
3 *3 Spousesr constructions about the natnm nf
patients' problems------ ------------------- -
(a) Initial interpretations 
TABLE IV
problem interpretations of the patient's presenting
Interpretations of problem.
Mental illness
Physical problem
Psychiatric problem 
related to stress
(Personality)
Drinking problem
Number ol Sex of the,subject
subjects " '
(%)
Male Female
3 3
1 3
1 3
(2 ) a)
1 i
TV)
I'Tom the (lata in Table I V which represents a reduction 
of the elaboration of différent frameworks by the spouses, 
there appears to be a fairly even spread, both across 
the different interpretations and between the sexes of 
the respondents.
TABLE V
Si-edao1l1ont: e r etatl0nS related t 0  the perceived
Interpretations 
of problem
Mental illness
Physical problem
Psychiatric problem 
related to stress
(Personality)
Drinking problem
Number of 
subjects
Rapid Gradual 
onset onset
The information pertaining to the perceived rapidity 
of onset was gained from the background information. 
Statistical analysis of the above data reveals a  signi­
ficant relationship between an interpretation of mental 
illness and the perceived rapidity of onset (Fisher 
Exact Probability Test, p %.005).
Statistical analysis of the data in Table VI, when 
reduced to psychotic versus non-psychotic problems, 
reveals a significant relationship between an inter­
pretation of mental illness and those problems classified 
in terms of psychiatric diagnoses as psychotic (Fisher 
Exact Probability Test, p <  .0 2 ).
Mental illness
Five of the subjects, on the first interview, construed 
the problem as symptomatic of mental illness, although 
the wajs in which montai illness was construed by different 
subjects was not necessarily the same, nor representing
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similar conceptions as those held by mental health 
practitioners. With reference to the behaviour ol 
the patient, the critical variables determining this, 
construction appeared to include: unpredictability 
of behaviour; bizarre behaviour; loss of reasoning; 
and the presence of somatic symptoms. In all five 
subjects using this framework there was an emphasis 
on cognitive factors, such as loss of rational thought 
processes. This is exemplified by the following 
quote by a subject in elaborating her view:
Mrs. 13: "I think of myself as a sane person... 'Mad1 ,
it's a word we bandy around... He's not 
physically ill, so if he's not ill he must be 
mental, because 1 can see no other reason why 
he has these outbursts. There is no reason 
for them... Somebody who is not quite right 
in. the head. His power of reasoning has 
gone. He's not rational. There's some 
imbalance in. his mind. I don't know-. I
have never tried to analyse it. If people
have a concrete reason for losing their temper, 
that's understandable, but he doesn't..."
Those construing the problem.as mental illness were 
more likely to have experienced a crisis that was 
difficult to accommodate, or the relatively sudden 
appearance of the problematic behaviour in their spouse. 
The relationship between rapidity of onset and explana-. 
tion of the problem as mental illness was found to be. 
significant. There was also a relationship between 
construing the problem in a framework of mental illness 
and the psychiatric category of the problem, which was 
statistically significant. All but one of the subjects 
using this framework had spouses whose problems exhibited 
psychotic features. No neurotic problems were con­
strued as mental illness.
Four of the five subjects using this framework showed 
evidence of a confusion between illness in the concrete
«"(I in the metaphoric sense. Subjects talked of 
abnormal behaviour, socially defined, as 'illness', 
and would also shift to emphasising somatic factors, 
such as loss of weight, descriptions of feeling 'unwell' 
and having to take to bed, as defining mental illness. 
Jhis picture was all the more confused for three of the 
subjects, whose spouses' problems appeared to be pre­
cipitated by physical, illness.
In summing up, five of the Subjects used mental illness 
as an explanatory.framework in the understanding of their 
spouses' problems on the first interview. The assump­
tion ol this framework seemed to be related to the 
following factors: (i) the behaviour observed was
characterised by bizarreness, irrationality, unpredic­
tability, (ii) the presence of somatic symptoms, (iii). 
the appearance of the problem was relatively sudden, and
(iv) the problem was likely to be seen as psychotic 
by mental health experts.
Psychiatrie problem related to. strr=«
A common distinction made by more than a third of the 
subjects was that of a problem related to stress, which 
although appropriate for psychiatric intervention was 
not a mental illness. The problem was construed as 
being of such dimensions that it could not be coped
with, without recourse to expert help. Nevertheless,
it was understood in the context of problems of living, 
and therefore more comprehensible and less threatening. 
Exemplifying this framework a subject, in describing 
her analysis of t'he problem, stated:
Mrs. I): "It's not a mental illness like for instance
some people who keep cutting their wrists and 
there is no apparent reason for it. They 
just do it. My husband has a reason and it's 
an obvious reason, and for him it's a real, big 
problem which gets him down..."
r>(>
Another subject, in clarifying the distinction he 
made between a mental illness and a problem related 
to stress, stated:
Mr. K: "One thing is when stresses are too much and '
your mind gives up. Stresses are too much 
and you can't cope, and the system breaks. 
Pressures build up and you crack under them. 
Mental illness is like any other illness, it's 
a chemical thing without anything to do with
stress. Almost like something that goes
physically wrong, only it's with the brain."
Statistical analysis revealed that this framework was 
not significantly related to the sex of the respondent, 
the rapidity of onset, or the psychiatric classification 
of the problem. (Fisher Exact Probability Test: Non-
Significant.) From inspection of the data it appeared 
more likely that this interpretation was given to 
problems classified as neurotic and when the onset was 
gradual. For the subjects the most important variable 
appeared to be the presence of stress in the environment 
which they could relate to the onset of the problem.
The category of personality has been added to the Tables 
in brackets, as it was not used exclusively as an 
explanatory concept. It was referred to in three 
instances as an important factor in the context of a 
psychiatric problem related to stress. It was suggested 
by these subjects that the personality of the patient had
been an important variable in determining the way he/she
had succumbed to the stress. I his represents a fairly 
sophisticated interactional perspective of events. The 
subjects characteristically spoke of maladaptive ways 
of coping with stress, such as the "bottling up" of 
emotions in the face of frustrating or painful events.
In two instances, reference was made to early childhood 
experiences, including deprivation experiences, and how 
these influenced the way in which the patient had 
responded to recent stresses.
i  « / <?
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Of t h o s e  s u b j e c t s .  Who d i d  n o t  i n i t i a l l y  s e e  t h e  p r o b l e m
a s  o n e  a p p r o p r i a t e  f o r  p s y c h i a t r i c  i n t e r v e n t i o n  ( 6  s u b -
l e c t s ) ,  4  o f  t h e m  c o n s t r u e d  t h e  p r o b l e m  i n  a  f r a m e w o r k
P l y s i c a l  i l l n e s s .  On e x a m i n a t i o n  o f  t h e  d a t a
i n t e r p r e t a t i o n  a s  a  p h y s i c a l  p r o b l e m  a p p e a r e d  t o  b e
r e l a t e d  t o  a  g r a d u a l  o n s e t  ( a l l  4  s u b j e c t s )  a n d  s e x  o f
s u  j e c t  (3 o f  t h e  4 w o m e n ) .  H o w e v e r ,  these r e s u l t s
w e r e  n o t  s t a t i s t i c a l l y  s i g n i f i c a n t  ( F i s h e r  E x a c t  P r o -  
l i a b i l i t y  T e s t ) .
T h i s  g r o u p  w a s  c h a r a c t e r i s e d  b y  t h e  f a c t  t h a t  t h e  p r o ­
em s  o f  t h e  p a t i e n t  o c c u r r e d  i n  t h e  c o n t e x t  o f  a
h i s t o r y  o f  r e c u r r i n g  i l l n e s s  a n d / o r  s u r g e r y .  F o r  
e x a m p l e :
M r s .  K: " l i e  j u s t  h a d  a l l  t h e s e  p a i n s ,  l i k e  i n d i g e s t i o n
pains,- bad pains in the chest. It got worse
a n d  w o r s e  -  h e  g o t  a l l  s h a k y  u n t i l  i t  r e a c h e d  
a  s t a g e  w h e n  I  h a d  t o  c a l m  h i m  d o w n .  H i s  
n e r v e s  w o r e  a l l  o n  e d g e  a n d  h o  w a s  g e t t i n g  a l l  
b o s e  p a i n s .  l i e  h a d  h i s  p r o s t r a t e  d o n e  2
: • y e a r s  a g o ,  p l u s  t h e  f a c t  t h a t  h e  s u f f e r s  f r o m
c h r o n i c  c o n s t i p a t i o n ,  w h i c h  h e  h a s  d o n e  s i n c e
t h e  war..."
Drinking problem
p r o b l e m  a p p r o p r i a t e  f o r  p s y c h i a t r i c  i n t e r v e n t i o n .  O ne  
s u b j e c t  e x p l a i n e d :
M r s .  Y: " I  t h o u g h t  t h e y  m i g h t  b e  a b l e  t o  g e t  h i m  i n t o
a n  o r d i n a r y  h o s p i t a l ,  b u t  t h e  d o c t o r  e x p l a i n e d
t o  me t h a t  t h e y  d o n ' t  d e a l  w i t h  c a s e s  l i k e  my  
m s b a n d  i n  o r d i n a r y  h o s p i t a l s .  H i s  p r o b l e m  
I S  n o t  a  m e n t a l  p r o b l e m . "
O <Ti
f)8
p r e c e d i n g  3  -  6 m o n t h s .  I n  b o t h  i n s t a n c e s  t h e r e  h a d  
b e e n  p a r t i c u l a r  e v e n t s  o c c u r r i n g  which a p p e a r e d  t o  
p r e c i p i t a t e  s e e k i n g  h e l p  f r o m  t h e  G . P .  T h e s e  e v e n t s  
d i d  n o t  n e c e s s a r i l y  r e p r e s e n t  a  w o r s e n i n g  o f  t h e  p r o b l e m  
b u t  l e d  t o  i n c r e a s e d  d i f f i c u l t y  o n  t h e  p a r t  o f  t h e  
s p o u s e  o r  p a t i e n t  c o p i n g  w i t h  t h e  p r o b l e m .
( b )  S u b s e q u e n t  i n t e r p r e t a t i o n s  (see Tobin V l l )  ’
( i )  M e n t a l  i l l n e s s : " ■
B y  t h e  2 n d  a n d  3 r d  i n t e r v i e w s  t h e  n u m b e r s  c o n s t r u i n g  
t h e  p r o b l e m  a s  s y m p t o m a t i c  o f  m e n t a l  i l l n e s s  h a d  
i n c r e a s e d ,  r e f l e c t i n g  a  s h i f t  i n  o r i e n t a t i o n  o f  a  
n u m b e r  o f  s u b j e c t s .  T h i s  i n c l u d e d  i n c r e a s i n g  e m p h a s i s  
o n  t h e  p r e s e n c e  o f  o b j e c t i v e l y  d e f i n e d  s y m p t o m s  a s  e v i ­
d e n c e  o f  u n d e r l y i n g  p a t h o l o g i c a l  d i s o r d e r ,  a n d  a n  
i n c r e a s i n g  n e g l e c t  o f  c o n t e x t u a l i s i n g  f a c t o r s ,  w h i c h  
h a d  o p e r a t e d  p r e v i o u s l y ,  t o  s o m e  e x t e n t ,  t o  n o r m a l i s e
t h e  p r o b l e m .  T h i s  i s  i l l u s t r a t e d  b y  t h e  f o l l o w i n g  
q u o t e  :
Mrs. T: "I am much more convinced now that he was
ill', and the things he said and did were
b e c a u s e  h e  w a s  ' i l l ' .  A t  t h e  t i m e  I  w a s n ' t
sure. things that happened don't worry me 
in the same way. 1 think now that he is 'ill'
I should forget all that he said."
Two o f  t h e  s u b j e c t s  w h o  i n c r e a s i n g l y  p e r c e i v e d  t h e  p r o ­
b l e m  a s  a  m e n t a l  i l l n e s s  b y  i n t e r v i e w  2  h a d  i n i t i a l l y  
s e e n  t h e  p r o b l e m  w i t h i n  a  f r a m e w o r k  o f  p h y s i c a l  i l l n e s s .
H  a p p e a r e d  l i k e l y  f r o m  t h e  i n t e r v i e w s  t h a t  a s h i f t  t o  
p e r c e i v i n g  t h e  p r o b l e m  a s  m e n t a l  i l l n e s s  r e f l e c t e d  a  
s h i f t  w i t h i n  a  m e d i c a l  f r a m e w o r k ,  f r o m  p h y s i c a l  t o  
m e n t a l  i l l n e s s  r a t h e r  t h a n  a  c o m p l e t e  c h a n g e  i n  c o n s t r u i n g
On s u b s e q u e n t  i n t e r v i e w s  a n  i n t e r p r e t a t i o n  o f  m e n t a l  i l l ­
n e s s  i s  n o  l o n g e r  s i g n i f i c a n t l y  r e l a t e d  t o  e i t h e r  r a p i d i t y  
o f  o n s e t  o r  t h e  p s y c h i a t r i c  c l a s s i f i c a t i o n  o f  t h e  p r o b l e m .
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I n c r e a s i n g l y  i t  a p p e a r s  r e l a t e d  t o  r e f e r e n t i a l  f a c t o r s  
( i . e . ,  t h e  d e f i n i t i o n s  o f .  o t h e r s )  r a t h e r  t h a n  s i t u a ­
t i o n a l  f a c t o r s  ( i . e . , f a c t o r s  r e l a t i n g  d i r e c t l y  t o  
t h e  p r o b l e m  a s  c o n s t r u e d  b y  t h e  s p o u s e ) .
Hgychiatrlc problem related to s t r e s s ;-.
There was an overall increase in the tendency to view 
the patient's problem in a psychiatric framework. This 
was reflected in the increase in-'the number of subjects 
construing the problem as mental illness, and in those 
construing the problem as psychiatric and related to 
stress. Those subjects who initially saw the problem 
m  a non-psychiatric framework, of just drinking too 
much, by the second interview construed the drinking
in a.wider framework of psychological distress. A
n u m b e r  o f  s t r e s s f u l  e v e n t s  w e r e  c i t e d  a s  p o s s i b l e  c a u s e s ,  
n  l a t e r  i n t e r v i e w s ,  this i n t e r p r e t a t i o n  i s  s i g n i f i c a n t l y
re ated to neither the speed of onset nor the psychiatric 
c. ossification of the problem (Fisher Exact Probability 
Test: Non-significant in both instances). It appeared, 
owever, as it did on initial interview, that this 
interpretation is more likely when the onset is gradual. 
As with later constructions of mental illness, the 
significance of referential factors in determining the 
adoption of this framework is likely to obscure the 
role of particular situational factors.
N o n - p s y c h i a t r i c  framework-
In the 2nd interview, only, one subject maintained a 
framework which was non-psychiatric. Me continued to 
view the problem, as be did throughout the study, as  
physical i llness. I.ittle' change took place between 
the second, and third interviews. The exceptions to 
this were 2 subjects who reverted to their original 
conceptions of the problem, construing it as physical 
i ness. These subjects considered a psychiatric frame- 
work, but by the third interview had rejected it as 
inappropriate.
o C2,
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With rcieicnco to data in Tables Vll and VilJ there is 
evidence of flexibility of construing the problem. By 
the 2nd interview the interpretations tended to polarise 
into either a framework of mental illness or one of a 
psychiatric problem related to stress.
The data in Table VIII were reduced to psychiatric 
(including mental illness and stress reactions) and non­
psychiatric (physical;problems and drinking) frameworks 
to facilitate statistical analysis. A Cochram Q Test 
revealed that the change in the direction of increased 
use of a psychiatric framework was significant (Q .1 9 .5 0 , 
significant at . 0 1 level). This significant change
in the direction of construing the problem increasingly 
m  a psychiatric framework appeared from the interview 
protocols to be related both to the exposure to another, 
apparently, more appropriate framework, and to the success 
of psychiatric procedures in dealing with the problem.
The latter point is illustrated by the following quote:
Mrs. T: "Before 1 knew what was wrong, 1 thought he
was m  love with this woman ; I thought the 
agitation was just a reaction to the fact 
that our marriage was breaking up. I didn't 
know he was ill. The psychiatrist and our 
doctor told me he was mentally ill. But it 
was after, he had the lithium he became so much 
■ ■•.hotter - even he then began to realise after 
that that he had been ill. The lithium sorted 
out the chemicals in his brain. Within a 
space of a week, he changed so dramatically 
that I realised he had been mentally ill."
Although change was generally in the_direction of an 
increasingly psychiatric framework, flexibility of con­
struing was demonstrated to some extent by subjects who 
reverted to their original conceptions. This negotiation
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about the nature of the problem can be .illustrated by 
the following quote :
Mrs. S: " 1 don't think the opinions of the doctors
have really influenced me. I had my ideas 
of what it was all about. I know my husband.
I am beginning to think in actual fact that 
the doctors are coming round to my original 
view, and that is that it is a medical and 
not a psychiatric problem. ■ I did think for 
a while it was a mental problem, and then I 
dismissed it again. I think it is just 
problems associated with his physical problems."
3.4 Spouses' constructions of abnormal behaviour as 
derived.from the Star Case Descriptions
Data from these Case Descriptions were used to gauge 
the extent to which subjects construe behaviours designed 
to illustrate different aspects of mental disorder, in 
a psychiatric framework. In this way information is 
provided on how the subjects construe abnormal behaviour, 
about which they have little contextual information, and 
to which they are not intimately connected.
TABLE IX .
Interpretations of Paranoid Schizophrenic Man
Interpretation suSjects^ ^a -^e Female
Mental illness 10 6 4
Psychiatric problem - r I t"
related to stress * °
Abnormal 2 2
18 . 9 9 .
In agreement with the findings of Star (1955), the 
majority of subjects saw the behaviour described in 
this Case Description as evidence of mental illness. 
All the subjects viewed the behaviour in a deviant
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framework, which included mental illness, a psychiatric 
problem which might be related to stress and a category 
of abnormal behaviour. Many subjects offered sugges-. 
tions of the kind of events that might have caused the 
behaviour, emphasising a life events model that many of 
the subjects appear, implicitly, to be holding. The 
distinction between mental illness and a psychiatric 
problem which was made by a number of subjects,in the 
analysis of their spouses' problems, was also made in 
the interpretations of these Case Descriptions.
TABLE X
Interpretations of Simple Schizophrenic Girl
Interpretations Interpretations
Deviant framework ^°1* Ijxamework of No. oi
: sub.js. normality subjs.
Mental illness 3 Personality 4
Psychiatric problem - p ■ Normal problems
related to stress of life
Abnormal 2 Not abnormal 1
_  : " : n
Little more than a third of the subjects construed this 
behaviour in a deviant framework, suggesting that it is 
easier to accommodate withdrawn behaviour than the openly 
aggressive behaviour described in the previous Case 
Description, however incapacitating it is for the person 
concerned. Only 3 subjects saw this as indicative of 
mental illness. The majority of the subjects accommo­
dated this behaviour in a framework of normal experience. 
in the process of attempting to understand the behaviour, 
subjects tended to look for events in the environment 
that would provide a context in which such behaviour was 
understandable. These manoeuvres reflected the way in 
which many subjects sought to make the problems of their 
spouse more understandable. Emphasis,for those construing 
the problem in a framework of normality, was on the wide
spectrum of behaviour that constitutes the realm of 
normal human experience and personality.
TABLE XI
Interpretations of Anxious Depressed Man
Interpretations
Deviant framework No. of 'Normality' No. of 
subjs. framework. subjs.
Mental illness
Psychiatric problem - 
related to stress
Abnormal
9
Not abnormal
Personality
Problems of 
living 8
8
o 16
No subjects felt this behaviour to be symptomatic of 
mental illness and only 2 subjects felt that the 
behaviour described could be usefully construed in a 
deviant framework, seeing it as signs of psychological 
distress. Both of these subjects recognised the 
behaviour described as similar to the problems of their 
spouses. Most of the subjects construed this behaviour 
within the realm of normal experience, noting the 
stresses and strains of modern-day living. (This 
figure is significant, Binomial two-tailed test, p .0 0 1 .) 
Feelings of worry and depression appear to be common 
experiences and thus fairly easily accommodated in a 
framework of normality.
All of the subjects interpreted the behaviour of the 
Compulsive Phobic Girl within a framework of normal 
behaviour and experience. There was a consensus that 
the behaviours described were common, and part of every­
day experience. There was high identification with, 
and personal experience of, the behaviours described.
(See Table XII.)
Similar to previous research findings (e.g., Cummings 
and Cummings, 1961), the data in Table XII suggest that a
deviant framework, especially one of mental illness, is
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not used frequently by lay people in the understanding 
of psychiatric case descriptions. The subjects in 
this research were unanimous only in viewing the para­
noid schizophrenic in a deviant framework. There 
appears to bo a shift in orientation from a deviant 
to a 'normality' framework as one moves from the 
paranoid schizophrenic case description across the 
table to the description of the compulsive phobic girl. 
Statistical analysis carried out on the above data 
(Friedman's Test) reveals that this difference in con­
struing the Case Descriptions is significant at the 
. 0 0 1 level.
Generally, there was little change in the way the 
subjects interpreted the four case descriptions between 
the first and the third (final) interview (see Table XIII) . 
The changes that did take place were analysed in terms 
of the subjects who changed their interpretation, rather 
than in terms of the psychiatric categories of the cases. 
Ihe changes that did take place were consistently in the 
direction of extending the realm of behaviour that might 
appropriately be regarded as abnormal, and suitable for 
psychiatric intervention. There was an increase in 
the boundaries of deviant behaviour, such that behaviour 
was increasingly construed as indicative of pathology.
This direction of change is similar to the changes that 
took place in the way that the subjects construed the 
nature of their spouses' problem.
In all, 7 subjects modified to some extent their inter­
pretations of one or more of the Case Descriptions.
Five of these were women, and although this is not 
statistically significant (Fisher Kxact Probability 
Test), it is interesting to relate this to the higher 
number of women who changed the way they construed ‘ 
their husbands' problems.
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3 ‘ 5 Spouses1 constructions of the causality of 
the problem ' '------------ ---— 'L— —
TABLE XIV
Explanations of causality — Interview One
Exogenous factors:
Physical illness, chronic pain 
Surgery
Death in the family, or 
of close friend
Retirement or loss of employment
Stressful events for other 
members of the family (e.g., 
divorce, illness, accident, etc.)
Poor relations with parents
Marital problems
Poor home environment
Moving to new area/country
Pressure of work
Others
Endogenous factors:
Hereditary mental disorder 
Personality
Number of 
subjects quoting 
these factors
6
3
7-
5
7
5
3
I he most striking feature, when discussing causality 
of the presenting problem with the spouses of psychiatric 
patients, is the emphasis they lay on exogenous factors, 
such as major life events. This was true for most of 
the subjects irrespective of their framework for con- 
struing the nature of the • prob lem.
Exogenous explanations:
All of the subjects, with two exceptions, explained 
causality largely in terms of stresses in the environ­
ment. The list of factors noted in the above Table 
is 1airly typical of the stresses noted in ,many studies
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f o c u s i n g  u p o n  t h e  r o l e  o f  l i f e  e v e n t s  i n  t h e  a e t i o l o g y  
o f  m e n t a l  d i s o r d e r  ( e . g .  , M o r r i c e ,  1 9 7 ' ! ) .  T h e  m a j o r ­
i t y  o f  s p o u s e s  w e r e  a b l e  t o  c i t e  t h r e e  o r  f o u r  f a c t o r s  
w h i c h  t h e y  c o n s i d e r e d  i m p o r t a n t  i n  t h e  d e v e l o p m e n t  o f  
t h e  p a t i e n t s '  p r o b l e m s ,  f o r  e x a m p l e :
M r s .  M. l i e  h a d  t o  g i v e  u p  h i s  own b u s i n e s s  i n  1 9 7 5 .
T h e  w a y  I  f i r s t  n o t i c e d  h i s  t r o u b l e  w a s  w h e n
h e  f i r s t  s t a r t e d  g e t t i n g  l o w  -  I  t h o u g h t
t h r o u g h  b o r e d o m . . . h e  g a v e  u p  a l l  h i s  h o b b i e s .
A n o t h e r  p r o b l e m  w a s  t h a t  h e  w a s  t o l d  h e  w o u l d
h a v e  t o  l i v e  w i t h  h i s  b a c k  p a i n  f o r  t h e  r e s t
o f  h i s  l i f e .  l i e  w a s  f i g h t i n g  i t ,  a n d  t h e n
t o  b e  t o l d  l i e  w o u l d  h a v e  t o  l i v e  w i t h  i t  f o r
t h e  r e s t  o f  h i s  l i f e ,  h e  f e l t  s o  h e l p l e s s .
H e  f e l t  h e  w a s  g e t t i n g  t o  t h e  e n d  o f  t h e  r o a d .
H e  h a d  a n o t h e r  o p e r a t i o n  l a s t  y e a r ,  a n d  t h e r e
w a s  a  p o s s i b i l i t y  o f  l o s i n g  h i s  l o g ,  b u t  t h e y
s a v e d  i t .  A l l  i n  a l l  h e  h a d  a  t e r r i b l e  y e a r  
l a s t  y e a r . "
F r o m  t h e  i n t e r v i e w s  w i t h  t h e  s p o u s e s ,  i t  a p p e a r e d  very 
m u c h  t h a t  t h e  p r o b l e m  w a s  c o n s t r u e d  i n  t h e  b r o a d  c o n ­
t e x t  i n  w h i c h  t h e  s o c i a l  i n t e r a c t i o n  o f  t h e  p a t i e n t  
t a k e s  p l a c e .  F o u r  o f  t h e  s u b j e c t s  d i s c u s s e d  t h e  
i n t e r a c t i o n  o f  e n d o g e n o u s  f a c t o r s  ( p e r s o n a l i t y )  a n d  
e x o g e n o u s  f a c t o r s  i n  d e t e r m i n i n g  t h e  c o u r s e  o f  e v e n t s .
Endogenous explanations:
O n l y  t w o  o f  t h e  s u b j e c t s  e x p l a i n e d  t h e  c a u s e  o f  t h e  
b e h a v i o u r  i n  t e r m s  o f  ' i l l n e s s '  r e s i d i n g  i n  t h e  s p o u s e .  
F o r  b o t h  t h e s e  s u b j e c t s  n o  c o n t e x t u a l  e x p l a n a t i o n  c o u l d  
b e  f o u n d ,  a n d  w h e n  c o n f r o n t e d  w i t h  t h e  a p p a r e n t  i r r a ­
t i o n a l i t y  o f  t h e  b e h a v i o u r ,  ' i l l n e s s '  e x p l a n a t i o n s  w o r e  
s o u g h t .  T h e  f o l l o w i n g  q u o t e , i l l u s t r a t e s  t h i s  p o i n t  : .
M r s .  B: I  s t i l l  d o  n o t  k n o w  t o  t h i s  d a y  w h a t  c a u s e d  
t h e  f i n a l  c r i s i s ,  s o m e t h i n g  m u s t  h a v e  b e e n  
b u i l d i n g  u p  i n  h i m .  T h e  w h o l e  t h i n g  i s  s o  
i r r a t i o n a l .  H i s  b e h a v i o u r  m a d e  n o  s e n s e .
2-4,3
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It must be a mental disorder - his father
was like it. There is mental disorder in
his family..."
Hoth of these subjects construed the nature of the 
problem in a framework of mental illness.
Changes in spouses' constructions of the cause of 
the problem '     ;-----
Although there was evidence of changing constructions 
with regard to the nature of the problem, this did not 
appear so, with the different frameworks for under­
standing causality. On the contrary, there was marked 
consistency in the 'theories' that the subject had about 
the cause of the behaviour during the research period.
There was no change in the major orientation in explain­
ing causality, i.e., the sixteen subjects who relied 
largely on environmental stresses did so in subsequent 
interviews, as did the two subjects who relied on 'illness' 
explanations. There was, on occasions, a shift in the 
relative emphasis of particular events that may have 
played a more important role than others. For example, 
three of the male subjects increasingly construed the 
cause of their wives' problems in terms of 'existential' 
crises, such as the loss of self esteem associated with 
the increasing independence of their children and a 
reassessment of their roles in mid-life. There was an 
increase in the number of subjects referring to charactero- 
logical factors in explaining the problem (from four
subjects initially, to seven at the end of the research 
period).
Ihus, despite the fact that subjects showed flexibilit.v 
in their constructions of the nature of the problem, this 
did not appear so in their understanding of the cause of 
the problem. Subjects who, after contact with psychiatric 
personnel, increasingly construed the problem as symptom­
atic of mental, illness, for example, tended to view 
causality in the same way as they had done previously.
• VLS
'I'ho possible lack of congruence ' that miglit result
il one looks at the medical framework at a broacl
level, did not appear to be of concern to the subjects.
On the contrary, those who remarked upon it noted the 
medical personnel’s failure to incorporate in their 
understanding of mental illness, significant life 
events. This is exemplified by the following quote:
Mr. K: "When she first went in, I gave the hospital
a list of causés and events that might have 
caused it, hut no-one there asked me any 
questions about the past. I couldn't under­
stand it. All they want to know is how the
pills are working, and how she is coping now.
There has been nothing asked about all the 
events before, except in the broadest sense."
3.6 Spouses' constructions of the treatment of the 
problem
The subjects' initial constructions of the hospitalisa­
tion and psychiatric treatment of their spouses were 
classified in terms of the categories in Table XV.
The categories arc not exclusive.
The positive constructs represent largely what the 
spouses saw as the purpose of hospitalisation, though 
it is likely that these categories were achieved to 
some extent, since the first interview took place about 
a week after the patient's admission. The negative 
constructions represent the initial impact of hospitalisa­
tion and the accompanying frustrations of this. The 
subjects were classified as being positive (most of their 
constructs positive), negative (most of their constructs 
negative) or ambivalent (an even distribution of positive 
and negative constructs). The distribution of the 
subjects in these categories is represented in 
Table XVI.
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TABI .E XVI 
I ii i t  i n i  ov n l
and treatment
Male
o  | / w 11 f-t v  U 1
Pemale
uospi ta l.i satJ on 
Total
Positive 7 4 11
Negative - 2 o
Ambivalent 2 3 5
18
Ihc majority oi the subjects at this stage construe . 
in-patxent psychiatric treatment for their spouses 
positively. Statistical analysis of the data reveals 
no significant difference as a function of the sex of 
the respondent, although males appear more positive 
(Fisher Exact Probability Test: Non-significant).
Positive evaluation :
For those subjects positively disposed to treatment,
the most important variable was the provision by the
hospital of expert treatment. It is interesting to
note the other advantages' of hospitalisation, for
example, the way that the category of 'rest' was used
to distinguish the spouse of the subject from mental
patients who are hospitalised for specialised treatment 
inis can be illustrated:
Mrs. M: "He went into hospital, not. because he is
mental, but because he needs a rest. Ho
couldn't rest hero, because of family and 
other pressures."
This may reflect both an attempt to normalise the pro­
blem and the negative influence of cultural stereotypes 
of the 'mental patient'. The distinction between my 
spouse in hospital and the category of 'mental patient' 
seems to be important if a framework incorporating both
deviant and non-deviant variables is to remain cohesive 
and intact.
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N e g a t i v e  e v a l u a t i o n :
Active hostility towards in-patient psychiatric treat­
ment was expressed by two subjects in the first interview. 
It can be seen with reference to Table XV that the 
negative constructs fall into two categories: (i) 
criticism of the service provided to the patient,
(ii) criticism of the facilities provided to the spouse. .
Rather surprisingly, assessment of hospitalisation did 
not appear to be related to how the subject initially 
construed the problem. Of the two subjects who were 
negative in their initial assessment, one construed 
the problem in a deviant framework and one in a non­
deviant framework (drinking problem).
The views classified in Table XVII represent analysis 
and assessment of treatment 4 - 6 weeks after hospitali­
sation. Compared with Table XV there has been a shift 
from positive to negative statements. Statistical 
analysis reveals that this shift is significant (Fisher 
Exact Probability Test: p <  .005).
TABLE XV 111
Evaluation by the spouse of hospitalisation and 
treatment on the Second Interview* .
MalP- Female,.. Total .
Positive 4 3
Negative 3 4
Ambivalent 2 2
9 9 18
Positive evaluation: .
At this stage slightly fewer subjects are positive of 
ambivalent in the way they construed treatment. Those
* Figures in brackets are the numbers from the .Initial 
Interview.
7 (11.) 
7 (2)
4 (5)
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who rcMîimiHMl posit, iv'e emphasised how helpful, they had 
louud the staff, especially those afforded the opport­
unity of regular talks with the medical personnel.
Negative evaluation:
fhere was an increase in the number of subjects expres­
sing negative views about the hospital or treatment.
The number .of critical statements made by subjects were 
evenly distributed between (i) failure to meet adequately 
the needs ol the patient (19 statements) and (ii) failure 
to meet adequately the needs of the spouse ( 2 0 statements). 
There was some disappointment expressed about the treat- 
ment offered to the patient, and dissatisfaction with the 
hospital setting in general. Differences in perspectives, 
if they exist, between those treating the patient and 
those held by the spouse become increasingly apparent.
This appeared to be a source of frustration. Subjects 
noted, for example, that the doctors appeared to be 
relatively uninterested in important events in the past,
and worked very much in the here and now. For example:
Mrs. 13: "Something that does stick out in my mind is
: that nobody has made any attempt to find out
why. What his past instability was like...
All they seem to be interested in is present
events... Nobody has questioned me fully
about events in the past, the kinds of behaviour 
that led up to this, in an attempt to know 
whether some mental disorder is present "
One subject noted that he felt that the psychiatrist, 
by increasingly defining his wife's behaviour as abnormal, 
had exacerbated his wife's problem:
Mr. C: "Having spoken to the doctors, 1 think they 
are too involved with psychiatric wards - so 
that even normal things seem to be wrong...
It's the old story, you get in their clutches 
and then you can't get out - you can't convince 
them that nothing is wrong..."
With regard to failing to meet the needs of the spouse,
the most: common theme was a failure on the part of the
staff to provide detailed information and explanations 
about the spouse's problem, and more generally a lack 
of contact between the spouse of the patient and the 
medical personnel. The following quote typified the 
feelings of the subjects who expressed concern about 
the lack of information provided :
Mr. B: "They never told me about anything they were
doing. .1 tried to find out but they never
communicated with me at all. Nobody said,
anything to me in hospital. 1 don't know
what treatment they were offering her. The 
doctors should have told me more about the 
case. 1 really think they should have told 
me exactly what treatment she was getting. 1 
worried a lot while she was away; if a doctor 
had talked to me 1 wouldn't have worried so 
much... My son was most annoyed when he tried 
to get.information and they refused to give it. 
They wouldn't even tell me what tablets they 
were giving her."
This failure to meet the spouse and discuss any anxieties 
that he/she might have about the patient's problem, its 
treatment and its impact on the family, may have unfortu­
nate consequences for the spouse, as the following 
instance suggests :
Mrs "I had a lot to cope with at the time - it
really got me down and there was no—one to
support me. I ended up one night 'phoning
the Samaritans, just to have someone to talk 
to."
As on the first interview there is no significant 
relationship between the way the problem is construed 
and assessment of treatment, as can be seen by inspection 
of the data m  Table XIX. It is likely that many other
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TABLE XIX
Interpretation Positive Negative Ambivalent Total
Mental illness . 3 3
Physical problem _ ^
Psychiatric problem - 
related to stress 4 3
Drinking   _ _
7 18
f a c t o r s ,  b e s i d e s  t h e  way i n  w h i c h  t h e  s p o u s e  c o m p r e h e n d s
the problem of the patient generally, are likely to 
influence the way (s)he construes.the treatment of the 
problem. This includes a consideration of his/her own 
needs, as well as those of the patient, and the success 
of psychiatric treatment in alleviating the problems of 
the patient. The latter point is illustrated by the 
data in the following table:
TAULE XX
, - ,V . Positive Negative Ambivalent Total
Improvcmeh't ' ; . 7 / / /
No. improvement ~ 'r: 5:
3 12
1 6
7 "7 8
From t h i s  d a t a  i t  d o e s  a p p e a r  ' t h a t ' ' t h e .  s u b j e c t  ' s  a s s e s s ­
ment  o f  t r e a t m e n t  i s  r e l a t e d  t o  h i s / h e r .  a s s e s s m e n t  o f  t h e  
. e x t e n t  t o  w h i c h  t h e  p a t i e n t  i s  i m p r o v e d .  S t a t i s t i c a l  
• a n a l y s i s  o f  t h e  a b o v e  d a t a  r e v e a l s  t h a t  t h e . d i s t r i b u t i o n  
Of s c o r e s  b e t w e e n  p o s i t i v e  and n e g a t i v e - a s s e s s m e n t  o f  
t r e a t m e n t  ( t h e  a m b i v a l e n t  s c o r e s  w e r e  o m i t t V d  f r o m  t h e  
a n a l y s i s )  i s  u n l i k e l y  t o  h a v e  a r i s e n  by  c h a n c e  ( F i s h e r  ;
E x a c t  P r o b a b i l i t y  T e s t :  p = . 0 1 ) .  ''
: ' . 2 -9 , ' ' '
.i'iL
I
•; .::j
I
As with the way in which the patient's problem was 
construed, there is little change in the assessment 
of. treatment between the second and final interview. 
Two of the subjects who were previously ambivalent in 
their overall assessment have become either negative
(1 subject) or positive ( 1 subject) •
TABLE XXI .
Spouses' constructions of hospitalisation and treatment
related to their assessment of improvement in the patient
(Interview Three)
Positive Negative Ambivalent Total _
Improvement 8 4 2 14
No improvement 4 4
8 8 2 18
As reflected in the previous interview, assessment of 
treatment appears to be related to the improvement or 
otherwise in the patient. All of the subjects who 
were favourably disposed towards in-patient hospitalised 
treatment perceived their spouses as improved. Statisti­
cal analysis reveals that the distribution of scores is 
signif icant (Fisher Fxact Probability Test : p << .0 0,1). 
(The ambivalent scores were omitted from the analysis.)
There appears, with increasing experience of psychiatric 
services, evidence to suggest that the subjects become 
increasingly negative in the way they construe treatment 
(see Table XXII). Statistical analysis reveals that 
this trend is significant (Friedman Test, p <  .0 1 ).
S.7 Fmorgent themes, derived from interviews and 
characterisations oC the patient
(a) Extent to which the patient's problem affected the 
way he/she was construed by the subject
Most of the subjects (12) described their spouses in a 
substantially different way, following the onset of the 
problem, than they had described them characteristically.
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The rest of the subjects construed the patient 
generally in a similar fashion, prior to and following 
the onset of the problem, but noted that there had 
been a number of peripheral or situational changes in 
the patient. The impact of the problem appeared to 
be less significant in the latter group, and the prog­
nosis, as assessed by the spouse, appeared to be better. 
All of the patients construed by their spouses as 
exhibiting peripheral changes in behaviour ( 6 subjects) 
improved during the research period.
(t>) Aspirations of the spouses with regard to 
psychiatric treatment r---------
The subjects discussed not only the changes they per­
ceived in their spouses as a consequence of the problem, 
but also what they hoped would be gained from psychiatric 
treatment in terms of these changes. Their views were 
reduced to the categories presented in the following 
Table:
TABLE XXIII
Spouses ' aspirations with regard to treatment
Aspirations Male [Female Total
subjects
Removal of symptoms 7 .3 . 10
Better ways of coping with stress 1 2 3
Alleviation of the problem in 
the context of poor environ­
ment or stress
I 2 3
Change in personality ' - 2 2
-  9 9 18
Most of the .subjects had a 'removal of symptoms' model 
of treatment. They appeared to construe the problem, 
and the changes in behaviour and experience associated 
with it, as an adjunct which could he extirpated without 
significant change to the way the patient is seen 
characteristically.
8!
For some of the subjects (6 ), the impact of events on 
the patient had been so great.that treatment was seen 
rather as providing the patient with more constructive 
ways of dealing with stress, or merely as alleviating 
the problem in the context of. a poor environment or 
stressful life events. Two of the subjects hoped 
that treatment would lead to a more substantial change 
in the character of the patient.
(c) Stigma
A number of subjects spontaneously referred to the extent 
to which they were able to discuss their spouses' 
admission to psychiatric hospital with friends or rela­
tives. This issue was then at some stage in the. 
research put to all the subjects.
The majority of subjects (1 1) stated that they made no 
attempt to make secret from friends or relatives the 
admission of their spouse to a psychiatric ward. Upon 
discussion, it appeared that these subjects neither 
anticipated negative reactions from others, nor them­
selves construed the admission as any kind of slur. 
Subjects ^frequently made reference to changing attitudes 
psychiatry, noting that people were becoming more 
understanding. Often in this context the analogy with 
physical illness was stressed.
Seven of the subjects admitted making efforts'to keep 
from friends or relatives information pertaining to 
their spouses' admission to psychiatric hospital. This 
appeared, from the interviews, to he a function of both 
their own attitudes and the anticipated negative reactions 
from others. It appears from this study that subjects 
may be more open in their disclosures regarding the 
nature of their spouses' problems and subsequent hos­
pitalisation than previous evidence suggests (Clausen 
and Yarrow, 1955).
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SECTION 4 
DISCUSSION AND CONCLUSIONS
DISCUSSION OF THE RESULTS
4.1 Background to the problem
The results of this study suggest that the events 
surrounding a patient's admission to a psychiatric 
hospital are by no means cut arid dried. These con­
clusions are similar to those drawn by, e.g., Orford 
(1976), Mechanic (1962), Scott (1973), Tuckett (1976).
In the majority of cases, onset of the abnormal behaviour 
was relatively gradual, and the spouse had attempted to 
accommodate the problem for a long time, often a number 
of years. 4his was possible because the spouse was in 
a position to construe the behaviour in. the context of 
social interaction, and to consider the impact of any 
life events that the patient may have experienced. This 
context tended to render the behaviour more understandable 
and thus more likely to be accommodated in a framework 
of normal behaviour and experience. Definition of the 
behaviour as a problem, about which help should be 
sought, reflected for the majority of these subjects a 
breakdown in the accommodation of the problem.. This 
appeared to be a result of one or more of the following 
factors : (i) the introduction of new bizarre behaviour, 
difficult to tolerate, (ii) a worsening of the problem, 
(üi) social/psychological factors not directly related 
to the problem, e.g., a chance, critical comment by a 
relative. 1 hose results are in keeping with the research 
findings in general medicine, for example, Zola (1973), 
Tuckett (1976), and in psychological medicine, Tuckett 
(unpublished), Thomas (unpublished). At the time of 
the first interview the problem had already been defined 
as something about which help should be sought, although 
not necessarily psychiatric help, since the first point 
of contact is likely to be the G.P.
For some subjects a crisis had precipitated admission to 
hospital, although even for the majority of these the 
crisis had occurred in the context of a worsening
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situation, thus affording the spouse some opportunity 
for accommodation, and normalising of the problem.
Only 2 of the subjects were unable to cite any immed­
iately apparent reasons for the breakdown in the 
patient's capacity to adequately cope with the demands 
of life. In these instances, the failure of the 
spouse to locate events that might serve to make the 
behaviour comprehensible, led to a reliance on others 
for a definition of the problem. These circumstances 
appear most similar to the process of labelling as 
described for example by Decker (1963) and Scheff
(1966). Under these conditions the diagnostic label 
and admission to hospital offer a powerful definition 
of the problem.
4.2 Developing constructions of the nature of the 
problem of the patient
(a) Psychiatric framework:
Initially about one third of the subjects construed the 
problem of the patient as symptomatic of mental illness. 
Although there were some differences in the way this 
concept Was used, there were also remarkable similarities. 
It is not clear at what point this definition was arrived 
at, although it is likely that the reactions of the 
G.P.s to the problem, and admission to psychiatric 
hospital played an important role. For those who 
initially construed the problem as mental illness, the 
most important factors in determining the adoption of 
this framework included: .
(i) The sudden onset of abnormal or bizarre behaviour 
that could not be accommodated within a framework 
of normality. These would be classified by Schwartz 
(1957) as situational factors.
(ii) The reactions of medical personnel, including both 
the G.P. and the psychiatrist. These referential 
factors (as classified by Schwartz) are likely to 
lead to a crystallisation of any residual confusion 
about the nature of the problem.
As hospitalisation continued the number of subjects 
using mental illness as an explanatory concept 
increased. This appeared to represent, not so much 
a spontaneous attempt on behalf of the spouses to 
make sense of the abnormal behaviour, but rather a 
reorientation in construing following exposure to an 
alternative, and apparently more appropriate framework. 
This is similar to the findings of Manis et al (1963) 
with a sample of psychiatric patients. Those who 
adopted a framework of mental illness at a later stage 
were characteristically not so clear about what they 
understood by mental illness, and some residual con­
fusion between initial and later constructions remained. 
They did, however, increasingly emphasise the presence 
of illness, the appropriate use of drugs to alleviate 
the illness, and de-emphasise situational factors that 
formerly had served, in part, to maintain a framework 
of normality. The changes that took place in constru­
ing appeared to be largely a function of referential 
factors rather than situational ones, and tended to have 
occurred by the second interview. Although the con­
cept of mental illness was used at some stage by almost 
half the spouses in understanding the nature of the 
patient's problem, this did not necessarily reflect 
their stereotypes of mental illness, as illustrated by 
their comments on the Case Descriptions (a point also 
noted by Schwartz,. 1957).
The changes that did take place after the second inter­
view were largely by subjects who reverted to their 
initial way of construing the problem, and thus rather 
like initial interpretations represented a more personal 
attempt to make sense of the events. This can be seen, 
in part, as a reaction to the provision of a label as 
described by Quandagno and Antonio (1975) in the form 
of rejecting the label as inappropriate.
This category of construing is most similar, clearly, to 
the medical perspective. It is similar in the follow­
ing ways :
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(i) The emphasis on pathological components, and a 
relative neglect of the normal aspects, of 
behaviour and experience. The problem is per­
ceived as being global rather than partial in 
extent.
(ii) The behaviours considered symptomatic of mental 
illness include: the loss of reasoning, and 
irrational thought processes ; bizarre behaviour;
• somatic symptoms of anxiety. This, however, 'is 
unrepresentative of what psychiatrists might 
regard as symptomatic of mental illness. It 
appears to be further evidence of a bias amongst 
the public to reserve the category of mental ill­
ness for those behaviours likely to be regarded 
by psychiatrists as psychotic. This concurs with 
the research findings of, for example, Bragnisky 
et al (1969).
(iii) Ihe problem is. best understood in a general frame­
work of medicine, construing the problem as an 
illness, the■exact nature and aetiology of which 
is not known.
(iv) A confusion between a metaphoric and concrete use 
of illness. There was evidence of this in the 
sample, and has been discussed in the context of 
psychological medicine by, for example, Sarbin
(1967) and Price (1972).
(v) Medical treatment and nursing care provided in a 
hospital are considered, appropriate means of deal­
ing with the problem.
Although this way of construing the abnormal behaviour 
by a number of the spouses is similar to a medical frame­
work, there remain some differences and confusions. It 
does suggest that, to some extent, ways of construing 
abnormal behaviour do reflect the views current in 
institutionalised medicine. However, alternative ways 
of construing the behaviour characteristically, take
pince before the adoption of Lhis fiNtmework. This 
\ ï nuiexvoi K tends to he adopted etther fis i\ inst resort, 
following the failure of other frameworks to account 
for events or following direct contact with experts 
using this framework.
Another category used was that of a psychiatric problem 
related to stress. Although not an homogenous group, 
what these subjects had in common was their emphasis 
on the presence of stress factors in the environment, 
arid the absence of mental illness. This appeared to 
represent a combination of normal and deviant frame­
works . The deviant behaviour is likely to be regarded 
as partial and alterable. It is seen in terms of 
problems of life which have not been adequately dealt 
with and have led to a breakdown in the patient's 
capacity to cope with normal activities. This breakdown 
may result in a wide variety of problems, which can 
broadly be classified as psychiatric, but are not seen 
as symptomatic, of mental illness.
By the second interview, several others had adopted this 
framework, and again relcrential factors appeared to 
play an important role in this. For instance, initially 
drinking had been construed in a framework of normal 
behaviour, but with increasing time spent in psychiatric 
hospital and increasing exposure to a psychiatric frame­
work, the problem is increasingly seen as abnormal, 
although a partial framework of normality appears to 
remain. The drinking is now construed in a wider 
framework of psychological distress, as illustrated 
below:
Signs of psychological 
— >-* dysfunction
(a) drinking
(b) others, e.g.,
(i) fear of going out
(ii) lack of confidence
(iii) aggressive behaviour
Difficulty
Stress in— __
coping
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... AU ui U.smg in is I rnmcnvork some subjects
also incorporated the concept of "personality" in 
understanding the nature of the problem. These 
subjects appeared to adopt an interactional perspec­
tive, consideration being given both to environmental 
factors and to the individual's response to them. 
Reference was made to early childhood experiences, such 
as deprivation experiences, which may have resulted in 
a personality that could not handle stress well. Also 
reference was made to the patients' apparent inability 
to express emotions, especially frustration and anger, 
which led to a "bottling up" of feelings. This was 
regarded as unhealthy.
This framework most closely resembles a social or social 
psychiatric perspective, especially models derived from 
Crisis Theory (e.g., Capian, 1964), Crisis Intervention 
(Scott, 1976) and more generally perspectives derived 
from Life Events Work (e.g., Eisler and Polak, 1971). 
Notions of the psychoanalytic perspective seem to be 
incorporated, in as far as subjects considered per­
sonality variables, especially those based upon early 
childhood experiences, to be important.
(b) Non-psychiatric framework:
A number of subjects initially viewed the problem as 
physical and therefore not deviant in terms of psycho­
logical variables. In each case subjects were able to 
quote illnesses or experiences of surgery that the 
patient had undergone. Any signs of psychological 
pathology were either seen as further evidence of these 
physical problems, or as repercussions of previous ill- 
health. In the course of the research the majority of 
these subjects considered a psychiatric framework for 
explaining the nature of their spouse's problem. All 
except one, however, reverted to their original, more 
spontaneous explanations as more successful in explain­
ing events. This appeared to be related somewhat to
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the failure of\ psychiatry to solve the problems of 
the patient. This framework does not have a parallel
in terms of the theoretical perspectives outlined, 
since it is not a framework designed to explain abnormal 
behaviour. There is evidence of flexibility of con­
struing, suggesting that labelling might best be viewed 
as a two-way process, incorporating individual reactions 
to the label, as suggested by Quandagno and Antonio 
(1975). Some subjects appear to actively consider the 
appropriateness and success of alternative frameworks 
in explaining events. When confronted with the lack 
of success of an alternative framework subjects may well 
revert to their original conceptions of the problem.
On initial interview drinking was used as a framework" 
for understanding the problem. This was perceived 
initially neither as deviant psychologically, nor a 
problem appropriate for psychiatric intervention. The 
main factors which influenced construing this behaviour 
in a non-deviant framework included: (1) general norms, 
suggesting that the drinking of alcohol is acceptable 
within limits; (2 ) subjects were often not exposed to 
the behaviour, since the spouses tended to drink when 
alone; (3) referential factors could not play an important 
role since the behaviour was kept from friends and rela­
tives. With increased exposure to psychiatric services 
these subjects increasingly construed the problem in a 
psychiatric framework. This reorientation is likely 
to be a result of reference to expert explanations 
rather than a personal and spontaneous attempt to make 
sense of the behaviour, since an abnormal framework was 
initially resisted. However, the fact that a deviant 
framework was readily adopted suggests that these subjects 
found a psychiatric perspective more useful in under­
standing the patient's behaviour and events surrounding 
it. Drinking increasingly becomes symptomatic of an 
underlying problem, though the subjects may not be clear 
in their conceptions of this (e.g., whether the under­
lying problem is like a disease, or whether it is an 
unresolved conflict).
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It is very (It tf I cull to gauge the subjects' personal 
and spontaneous attempts to comprehend the nature of 
their spouses1 problem as distinct from constructions 
which largely reflect the views of experts. Even at 
the point of the first interview some contact with 
psychiatric services, and thus exposure to an alterna­
tive framework, had taken place. Nevertheless, there 
is evidence that the way in which the spouse makes 
sense of the abnormal behaviour/of the patient develops 
oyer time. This process often starts long before the. 
behaviour becomes defined as a problem about which help 
should be sought, and continues after hospitalisation. 
The relative importance of different factors in deter­
mining the way the problem is construed changes over 
time. Initially situational factors play an important 
role, that is, a consideration of the behaviour itself, 
its frequency of occurrence and the context in which 
it occurs. Later referential factors, such as 
psychiatric care, and the explanations provided by 
psychiatrists, increasingly influence the way the spouse 
construes the problem.
ihe way the problem is.finally construed is likely to 
reflect a number of influences. These include,
(i) initial conceptions of the problem; (ii) the views 
of others, e.g., G.P., psychiatrist and medical staff;
(iii) later developments in the behaviour, e.g., 
improvement or otherwise of the patient.
When comparing the spouse's construction to the theore­
tical models outlined, it appears that the medical 
perspective, the social psychiatric perspective and to 
a lesser extent the psychoanalytic perspective are most 
similar to the frameworks of the spouses as outlined in 
this study. However, ho spouse construed the problem 
exclusively in terms of one of the above models. Spouses 
appear to be fairly, eclectic. As with the results of 
other studies (e.g., Schwartz, 1957; Braginsky et al, 
1969; Star, 1955), the concept of mental illness tends 
to be reserved for bizarre, irrational behaviour (similar
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to acute psychosis) in the initial interpretations of 
the spouse's problem, and in the analysis of the Case 
Descriptions. However,When referential factors 
become increasingly important, a number of subjects' 
use mental illness to explain behaviours that do not 
have these characteristics. Interestingly, though, 
the stereotypes of mental illness held by these subjects, 
as. measured by their comments on the Case Descriptions, 
do not change. This finding was also noted by Schwartz 
(1957) and suggests that deeper held beliefs about 
mental illness are not changed, rather that the subjects 
may be complying with the conceptions of the medical 
personnel. In looking at changing constructions, the 
work of Kelly, as outlined in the conceptual framework, 
has provided some guidelines in understanding why alter­
native frameworks might be adopted, and why on occasions 
they will be rejected. The work of the social labelling 
theorists, stressing the powerful affect of the provision 
of labels through diagnosis and hospitalisation is 
supported to some extent by the change and direction of 
change in the way the subjects construed the problem. 
However, this study, like the work of Quandagno and 
Antonio (J975) , suggests the theory should be modified 
to include individual reactions to the labels.
4• 3 Constructions of'the Case Descriptions
A number of studies have noted the difference between 
public stereotypes of mental illness and expert con­
ceptions of the phenomena (e.g., Erikson, 1957; Schwartz, 
1957; Scott, 1973; Braginsky et al, 1969). in as far 
as stereotypes of abnormal behaviour were probed by the 
subjects' reaction to the Star Case Descriptions some 
support for this earlier work was found. Mental illness 
as a category tended to be reserved, for the bizarre, 
paranoid and aggressive behaviour described in the first 
Case Description. The framework adopted may not only 
be determined by the nature of the behaviour described 
but also by the lack of contextual information provided
m m m
in. the Ca.sc Descriptions, tlmt may or 'mn.y not huve 
served to normalise the problem. This lack of con­
textual information was noted by a number of subjects, 
and in many cases attempts were made to suggest possible 
life events that might have led to this behaviour.
This process is similar to attempts made by the subjects 
when seeking explanations for their spouse's problem.
If events can be found that make the behaviour compre­
hensible, then the adoption of a framework of normal 
behaviour and experience is more likely. Environmental 
pressures, the stresses and strains of modern day living, 
and the changing norms that constitute acceptable beha- ’ 
viour appear to be the main influencing factors of the 
adoption by most subjects of a framework of normality 
for understanding the behaviour described in the Case 
Descriptions of the schizophrenic girl, the anxious 
depressed man and the compulsive-phobic girl. The 
behaviours and experiences described in the last two 
cases, especially, appear to be part of everyday exper­
ience, and accommodated with some ease.
The changes that took place between the first and final ^
interviews with regard to the way these Case Descriptions '
were interpreted, while not statistically significant, I
were again in the direction of increasingly perceiving j
behaviour as suggestive of pathology. The. 2 main reasons 
for this appeared to be:
(1) Exposure to an alternative framework, a psychiatric 
framework, which the subjects appeared to find more
useful in understanding the behaviours described. : j
These subjects were more likely to construe their , |i
spouse's problem increasingly as symptomatic of 
psychiatric disorder;
(2 ) Increased sophistication in the use of an alternative ' ! 
framework. This is most similar to the notion of I
increased ability to "recognise" mental disorder !
(Gumming & Gumming, 1956). !
9-1
/I,- 4 C o n s t r u c t i o n s  o f  c a u s a l i t y  .
Whatever their framework for understanding the problem, 
subjects consistently talked of causality in terms of 
stressful life events. these included typical events 
as cited by researchers in the field (e.g,, Brown and 
Birley, 1968; Eisler and Polak, 1971). Most of the 
subjects referred to recent life events (in the last 
2 years) although some reference was made to remote 
events such as early childhood experiences. This way 
of construing causality would be congruent with con­
struing .the problem as a psychiatric disorder in response 
to stress, but not necessarily congruent with an illness 
perspective of the disorder. Subjects were not always 
dear how the stress led to the abnormal behaviour.
Those, whose analysis of the nature of the problem was 
in terms of stress, suggested that the system breaks 
down under too much pressure. Those subjects using 
these explanations in the context of a medical per­
spective appear to be construing mental illness in a 
way more flexible possibly than the medical perspective 
as outlined by Siegler and Osmond (1966, 1974). The 
quoting of stressful events that have occurred may serve 
other functions than explaining causality. They also 
serve to provide a context, which maintains to some 
extent a picture of normality. This appears important 
whatever the explanations of the abnormal behaviour and 
has been noted by other researchers in the area (e.g., 
Schwartz, 1957).
Only two subjects in the sample failed to cite events . 
in the environment that could be causally linked with 
the development of the problem. For these, explanation 
of the abnormal behaviour was construed as residing in 
the individual. Illness explanations were sought in 
the absence of situational variables that might have 
served to make the behaviour more comprehensible. Both 
these subjects admitted that they found the behaviour 
irrational and that they had failed to locate any events
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tiiQ'fc Tui.pjlit nicilcc it understandable. Under tlicsc cir­
cumstances they relied on endogenous/illness factors 
in the explanation of aetiology. This framework 
appears most closely related to the medical perspective.
A number of subjects appeared to have an interactional 
model of causality relating what the subject brought 
to the situation, in terms of 'personality', to parti­
cular stressful events that had occurred. Consideration 
of both' these aspects was important in understanding 
the development of the abnormal behaviour. There was 
remarkable consistency over time with regard to the 
way in which causality was construed.
4.5 Constructions of treatment
Theoretical perspectives reflect general consistency 
between the formulation of the problem, its cause, and 
the most appropriate mode of treatment. One would 
not necessarily expect to find the same degree of con­
sistency amongst the spouses of psychiatric patients, 
since the way they view psychiatric treatment and 
hospitalisation involves consideration of variables 
other than the presenting problem of the patient.
These include their own needs and welfare, the role 
relationship they have with regard to the patient, and 
a lack of information about alternative modes of treat­
ment. This appears to result in a situation where 
nature, cause and treatment of the problem are to some 
extent independent categories.
Whatever their conceptions about the nature and cause 
of their spouse's problem, most subjects were somewhat 
positive in the way they construed treatment, at least 
initially. I his. reflects consistency in construing 
for those who regarded the problem largely in a medical 
framework, but differing degrees of inconsistency for 
those who did not. This is likely to occur since 
constructs about treatment as suggested reflect not only 
its relevance to the patient's problem but also the
extent to which hospitalisation affects the social 
psychological factors which surround the problem, 
including the repercussions of the problem for the 
family of the patient. Hospitalisation, from the 
point of view of the spouse, can most usefully be seen 
in terms of these broader social psychological issues. 
Scott (1973) elaborating on this point suggests in the 
majority of cases that
"The patient does not come into hospital for 
treatment, but comes as a result of an intolerable 
situation between himself and others in the 
community."
A number of subjects did in fact distinguish between 
mental patients (which appears to be derived from a 
stereotype as described by, e.g., Erikson, 1957) and 
their spouse, who was going into hospital not for treat­
ment but for other reasons, e.g., a rest. Scott (1973) 
argues that these stereotypes often act as a barrier to 
treatment. .
Those subjects who viewed hospitalisation positively 
did so for many reasons but generally it was construed 
as offering some help and support for a problem with 
which the family could no longer adequately deal. 
Sometimes, though, it was viewed very much as a last 
resort; as one subject described, "it was a case of 
any port in a storm". Those subjects who remained 
positive in their assessment of treatment felt that 
the hospital was successful in both
(a) meeting the needs of the patient in terms of his 
presenting problem by providing appropriate treat­
ment, and other needs such as providing some social 
life and new hobbies;
(b) meeting the needs of the spouse in terms of
(i) providing some relief from the problem by the 
removal of the patient from home;
(ii) providing information and support to the spouse, 
in order to allay anxieties he/she might have 
about the patient's problem and subsequent 
■ hospitalisation.
2 8c1
97
Ihé ambivalence of some subjects seemed to be related 
mainly to two variables, firstly the unpleasantness
or inappropriateness of the hospital as a setting for 
treatment, but more importantly to a failure of the 
medical staff to deal with the anxieties of the spouse. 
This included:
(i) not providing information about the problem of 
the patient ;
(ii) not providing any support system for thé spouse, 
or ensuring that he/she had some support;
(iii) providing no reassurances that might alleviate 
any feelings of guilt that the spouse might 
experience, especially when admission was not 
voluntary.
Although only 2 subjects initially were negative in their 
assessment of hospitalisation and psychiatric treatment, 
almost half the subjects were by the end of the research 
period. According to the subjects this related both to 
a failure to meet the needs of the patient, usually 
gauged by a lack of improvement, and also to a lack of 
consideration of the spouse of the patient. It is not 
clcar; the extent to which the researcher may have 
influenced the increasing number of negative statements 
made. For example, initially the researcher may have 
been identified as being part of the hospital system, 
and therefore not someone to whom criticisms are given. 
Later, when there had been opportunity for this impression 
to be disconfirmed, the researcher may have been per­
ceived increasingly as outside the system, and therefore 
open to complaints. Nevertheless, over and over again 
subjects reported their frustrations associated with not 
being provided information. All subjects wanted to be 
informed, though few wanted to be fully involved with 
treatment procedures. This reflected a tendency to view 
the problem as belonging to the patient. The spouses 
did feel that they should understand and support the 
patient. This was most important in the process of
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récupération of the patient .and in helping to ensure 
that the problem did not recur. These findings are 
consistent with studies in general medicine, where 
evidence is provided to demonstrate a failure of medical 
personnel to keep patients and their families fully 
informed about their formulations of the problem and 
their method of treating the problem, e.g., Rachman 
& Philips (1975), Illich (1976), Caplan (1964). Vague 
anxieties about the nature of the problem arc often 
more, difficult to handle than information that has been 
sensitively and honestly provided by those treating the 
patient. As has been pointed out, public stereotypes 
of mental illness and negative attitudes towards mental 
hospitals are likely to act as treatment barriers (Scott, 
1976). However, these conceptions arise in part, as 
à response, to the mystification of mental illness by the 
doctors themselves, when they fail to provide information 
which might serve to allay anxieties and also break down 
stereotypic, conceptions of mental illness.
4.6 Shortcomings of the research '
The inevitable shortcomings of a study such as this have 
already to some extent been pointed out in earlier 
sections. The results and conclusions drawn from the 
data are tentative and stated with reservation. The 
design of the study was not in terms of testing clearly 
specified hypotheses. Research information on the areas 
of interest was so sparse that it gave no clear indication 
of the kind of questions that might be asked. The study 
was intended to be a pilot work, providing descriptive 
information from which more detailed questions and hypo­
theses could be formulated. An extensive study of a 
more representative sample would have been impracticable 
considering the orientation of the research, and more 
importantly the limits on the time and resources available. 
Ih.e conclusions, although not gcneralisable, hopefully 
provide some insight into an area that is, as yet, little 
researched and indicate the potential fruitfulness of the 
approach adopted here.
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The relative advantages and disadvantages of the method 
of obtaining the data have been discussed. The main 
problem seems to be the perennial one in social psycho­
logical research of obtaining a balance between richness 
and quality, and precision of material. The method of 
semi-structured interviewing seemed to provide the 
advantages of richness of material, which is of para­
mount importance in this research. However, the problems 
were real in meeting standards of objectivity and preci­
sion both in obtaining and analysing the material.
However, it was felt that the structured framework of 
alternative methods such as (i) questionnaires (e.g.,
O.M.I., and others frequently used in opinion surveys),
(ii) rating scales, (iii) other psychological inventories, 
e.g., the repertory grid, although more easily quantifiable, 
and more readily meeting the demands of scientific endeavour 
might bias the response of the subject. This would under­
mine the aim of gaining insight into the spontaneous and 
personal attempts of the subjects to make sense of events 
that surround the patient's admission into psychiatric 
hospital. Different approaches to gathering data are 
likely to enhance the field under investigation. This 
point is made by Herzlich (1973);
"Strict methodological unity seems neither possible 
nor desirable. Indeed it is through different 
methods of approach that the technique of invest­
igation may be expected to advance. Such different 
methods of approach have, after all, but a single 
end - to make us think about the social image of 
health and illness, and try to understand it."(p.16)
4.7 Summary and Conclusions
The significant aspect of this study was that it 
afforded the subjects opportunity to describe in their 
own language their understanding of the behaviour that 
precipitated their spouse's admission to psychiatric 
hospital. This is in marked contrast to many other 
studies in this field of research.
2.  < v ; l
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It focused upon how the subjects' constructions of 
their spouses' problem developed, and in this way it 
was possible to see how the subjects organised their 
knowledge into a meaningful picture in their inter­
pretation of the abnormal behaviour. There was 
evidence both of spontaneous attempts to make sense 
of the behaviour precipitating admission to a psychiatric 
ward, and of stereotypic conceptions of mental illness 
'(as described by, e.g., Erikson, 1957).
The orientation of the spouse towards the patient tended 
to differ from that of the psychiatrist. It is suggested 
that each might learn something from the orientation of 
the other ; in fact research in general medicine indicates 
that this does occur (Gourevitch, 1964). It is likely 
that spouses' definitions are as logically products of, 
and natural to their role as the psychiatrist's are to 
his. Both definitions are "real" and both can be studied 
fruitfully as different perspectives on the behaviour of • 
psychiatric patients.
Subjects' constructions of causality largely reflect a 
life events/crisis model of psychological dysfunction.
Mierever possible subjects cited stressful events as 
important aetiological factors. This not only provided 
some explanation for the problematic behaviour, but also 
rendered the behaviour more rational and more likely 'to- 
be' understood, in part, in a framework of normal exper­
ience and behaviour.
Assessment of treatment related to how it met the needs 
of both the patient and those of the spouse. The needs 
of the patient were seen in a context wider than that 
relating directly to the treatment of the presenting 
problem. Furthermore, a distinction was frequently 
made between the subject's spouse in hospital and "mental 
patients", which may be seen as further evidence of the 
influence of cultural stereotypes of the mentally ill.
With regard to the needs of the spouse, a recurrent 
problem reported in this study was a failure on the part
2 1 3
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of the hospital staff to provide information about the 
nature, treatment and subsequent course of the patient's 
problem. This lack of information, considered in the 
context of the often confusing and stressful events that 
led to the patient's admission to psychiatric hospital, 
was found to be a further source of anxiety for a number 
of the subjects.
Finally, this study, unlike many others, provided 
information on both husbands and wives of psychiatric 
patients. No significant differences with regard to the 
sex of the subject were found on any of the variables 
looked at.
4.8 Recommendations for further research 
Further investigation of:
(1) More focused methods of following up these, and 
other issues, could be developed, e.g., a question­
naire, based upon information derived from this 
study.
(2) (a) The change in the spouse's construction of the
patient's problem following psychiatric hospi­
talisation. This might include consideration 
of the stability of these changes and their 
implications.
. (b) The spouse's assessment of psychiatric treatment 
using a more extensive sample. Further informa­
tion might be gained on why some subjects become 
increasingly negative in their assessment, and 
what appears to be the main variables influencing 
this.
(3) Public conceptions of mental disorder, in the context 
of considering how such conceptions may interfere 
with the therapeutic process.
(4) It would also be important to consider the attitudes 
of psychiatrists to the role of the spouse in adult
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psychiatry, and their assessment of the extent to 
which spouses should be fully informed about the 
nature and treatment of the patient's problem.
4.9 Recommendations for clinical practice
These recommendations can only be tentative because of
the limitations of the study, as outlined earlier.
(1) Hospital staff should recognise the potential role 
that the spouse might play
(i) in providing information facilitating formula­
tion and treatment of the problem, and
(ii) in the patient's rehabilitation.
This latter role would be facilitated by the 
provision of information and advice by medical 
staff with regard to the problem, its likely course, 
and ways of constructive interaction that would make 
recurrence of the problem less likely.
(2) Communication between the spouse and the psychiatrist 
is likely to be enhanced if each is aware of the 
other's definition of the problem. This improved 
communication is likely to be beneficial both to the 
spouse and the patient.
(3) The welfare of the spouse should be considered, 
since it is likely that he/she is experiencing 
anxieties relating to (i) the nature of the problem 
and its wider implications, and (ii) future reper­
cussions of the problem. It is thus suggested that 
the hospital staff provide the spouse with the 
opportunity to articulate any anxieties that he/she 
might have. It is considered appropriate that infor­
mation requested be provided in an honest and 
sensitive way. This is likely to allay many of the 
anxieties that the spouse may have. Research in 
general medicine suggests that the sensitive provision 
of information is beneficial to the welfare of those 
concerned.
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APPENDICES
APPENDIX A
Research Brief, sent to psychiatrists to provide 
outline of research
TUP PSYCHOLOGICAL MEAN!NG OE ACUTE
PSYCHIATRIC ILLNESS IN THE FAMILY
Methodology:
1. Introduction
Many studies have looked at the impact on a family 
of one of its members receiving psychiatric treat­
ment , and being hospitalised (Clausen and Yarrow 
1955). It seems desirable to re-examine this in 
some detail: for example, the ways in which the 
spouse may assimilate the information that their 
marital partner needs and obtains psychiatric 
treatment. Further, clearly hospitalisation, is 
likely to be a "significant life event" in this 
context, producing pressure on the spouse.
Accordingly the focus of the proposed research is 
on the way in which initial changes in the behaviour 
patterns of a patient arc construed by the spouse of 
the patient. Further, attempts will be made to 
describe changes that occur in the spouse's construct 
system in response to subsequent changes in behaviour 
and in response to psychiatric hospitalisation.
Viewed as hypotheses, the underlying assumptions are :
1. that a change in the spouse's construct 
system will occur ;
2. that these changes will be relatively 
independent of the diagnostic category 
of the patient.
The rationale of 1. is that this has already to some 
extent been adequately documented (Clausen and Yarrow 
1955). Point No. 2 is to a large extent a methodo­
logical necessity: it might be preferable if the 
spouses of patients with different diagnoses were 
separately submitted to this procedure, but time 
and resources prevent this.
2. Description and size of sample
It is hoped to secure a sample of twenty acute 
psychiatric admissions. It is important for the 
purpose of the research that all admissions should 
be first-time admissions, and that subjects be married 
and living with his/her spouse. For reasons 
suggested in the introduction no further restrictions
I s ?
will be placed upon the sample, therefore no 
particular diagnostic categories are being sought - 
only that the illness is acute and requires 
hospitalisation. Although no age limits are being 
set it is not anticipated that any subjects over 
sixty years of ago will be included.
Method of obtaining sample
i) Hospitals : (a) Springfield Hospital: It is
hoped that the co-operation of a number of 
consultants can be secured for the purpose of 
obtaining the sample. It is anticipated that 
there might be difficulties in obtaining consent 
for co-operation by some patients, or their 
spouses, and therefore it is hoped that by having 
access to a number of acute wards, the sample 
will be obtained more easily and quicker. In 
this context, a number of consultants are being 
approached to obtain their co-operation for this 
research project.
(b) Guy's Hospital;
(c) Bexley Hospital.
These hospitals have also been approached in an 
attempt to overcome any biases of Springfield 
Hospital, and also tô improve the likelihood of 
securing an adequate sample by referring to more 
sources. As yet there has been no response from 
either of these hospitals.
ii) Obtaining the sample within the hospital: With 
the co-opération of the consultant of the ward, 
the name and address of new, first-time acute 
admissions will be provided to the researcher.
In addition, the consultant would sign a letter 
of introduction stating that the research is 
taking place with his consent and knowledge, to 
be given to all subjects.
Request will be made to the spouse during the 
first week of admission to participate in the 
research project. No pressure will be brought 
on the spouse to secure his or her co-operation.
All subjects will be provided with the following : 
(a) a letter of introduction from the psychiatrist, 
stating who the researcher is, and giving consent 
and co-operation for the research project; (b) à 
letter of introduction from the researcher, 
describing briefly the research project, and 
what will be required of the subject.
Method of obtaining the data
It is anticipated that many of the interviews will 
take place in the homes of the subjects, unless it 
is occasionally preferable to use an interviewing 
room in the hospital. It is hoped in this way that
the procedure will be more informal and less 
anxiety-arousing. The interview sessions should 
last between one and one and a half hours.
Interview procedure:
i) Open-ended questionnaire: This will focus upon
the major areas of interest described in-the 
research brief: and obtaining background 
information. (Draft to be provided.)
ii) Self-characterisations and characterisations 
of spouse: Characterisations of spouse will
focus upon the following four areas - (a) past - 
characterisation — before any change in behaviour 
was observed, (b) past characterisation - when 
behaviour changes were first perceived, (c) 
present characterisations of spouse, (d) future 
and ideal characterisations of spouse.
iii) Judgements of stories: Six stories containing
descriptions of unusual behaviour will be read 
to each spouse. Spouses will be required to 
state what they think of the characters described. 
These will be given only on the first and final 
interviews.
It is hoped that subjects will be interviewed as 
soon as possible after hospitalisation, and then 
at regular intervals (every three weeks) for a 
period of up to four, months.
• Description and analysis of results
ij Interviews: Results of the semi-structured
questionnaires will be quantified, enabling 
some comparison between subjects. The material 
may also be presented descriptively in terms of 
tables, in order to categorise typical response 
patterns. It is hoped that use can also be made 
of quotations from the material so that qualitative 
information is available on the issues of concern 
in this project.
•ii) Self—characterisations and characterisations of 
spouse: These will be written by the subject in
essay form and then returned to the researcher 
for analysis. With, the co-operation of judges 
constructs will be derived from these interviews. 
Focus will be on the way in which constructions 
change as a consequence of changes in the patient's 
behaviour prior and following hospitalisation. 
Changes will be subjected to statistical analysis.
iii) Judgements of stories: Early and later judgements
of the behaviour described in the stories will 
be compared to assess any changes in the likelihood 
of the subject to increasingly perceive the 
behaviours described in an "illness" perspective.
APPENDIX B
L e t t e r  o f  I n t r o d u c t io n  s e n t  t o  s u b j e c t s
40c, Shooters Hill Road, 
Blackheath, 
London SE3.
Dear
I am at present engaged in a research project 
attached to Springfield Hospital and Guy's Hospital.
I am interested in some of the aspects of admission 
to psychiatric hospital from the point of view of the 
husband or wife of the patient. I would find it 
very helpful in my work if you could discuss with me 
some of your experiences of this.
What 1 want you to do is fairly easy, and will 
not take up too much of your time. I will ask you 
to describe your feelings about your partner's behaviour, 
and subsequent entry into hospital.
All information in this context will be kept in 
the strictest confidence. The project is being 
conducted with the full knowledge and support of the 
doctors at the hospitals.
I am writing to suggest that I call at your home 
011 at to discuss
these things with you. If this time is inconvenient 
for you, could you please write to me at the above 
address, or give me a ring at 858 9309.
Thank you for your co-operation.
Yours sincerely,
Lynette Thomas (Mrs.) 
Psychologist
APPENDIX G
The Interview Guide was composed of the following 
themes : ~ :   — ---;— °-
jlackground to the problem: Changes observed in
spouse's behaviour, and assessment of these changes. 
Events that led up to admission to psychiatric ward 
(first interview).
Nature of the problem: How does the spouse view the
problem. What is her analysis of the prob-lem? How 
does the spouse find it useful to understand the 
nature of the problem that resulted in admission to 
wrong? C hospital? What does the spouse think is
Cause of the problem: What does the spouse consider
S’L V ’"-present? '
S£puse's feelings about patient's admission to 
psychiatric hospital and about psychiatric treatment : 
What was the impact of spouse's admission? Was it
Whn + PdC irf^ ihtcrview.) Subsequent interviews -
Wliat (loes the subject feel about treatment offered 
to the patient? General assessment and expectations. 
How involved was the spouse in treatment? How much 
information was he/she given?
Any other comments: Probe: Who docs the subject tell
about spouse s admission to psychiatric hospital?
APPENDIX D
4 Case Descriptions Star (1955)
•hVwln.olifc£iisoPhronic Man- •. is very suspicious, 
he doesn t trust anybody, and he's sure everybody
is against him. Sometimes he thinks that people he
sees on the street are talking about him or following
im around. A couple of times now he has beaten up
him too, just^ik^èverybody'else.W9S ^ ^ t
simple Bchizophrenic Woman... She has never had a job, 
and she doesn t want to go out and look for one. She
ofepeopleC^ 0Wn family,^and^she"acts*like"Ihe*is^2fraid''of people, especially young men of her own age. She
v ™ i t  iszrzrsMs * ”
m m
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APPENDIX E
Sample Interview
Interview-with Mrs. B., 12.2.78 
Interviewer :
Can you tell me about the events that led up to your 
husband's admission to psychiatric hospital?
Mrs. B :
The crisis itself all happened suddenly. lie tried to 
commit, suicide after I'd told him I wanted a divorce.
He actually tried four times; during these bouts he 
was violent to the family. Two of his attempts at 
suicide were in front of the children. From my point 
of view, his going into psychiatric hospital was an 
immense relief. We are all terrified of his coming 
home.
Interviewer :
Can you tell me about when you first noticed a change 
in your husband's behaviour?
Mrs .13:
If I go back to the beginning it started about twelve 
years' ago - since then there have been outbreaks of 
violence and abuse. Since then the outbreaks of 
violence have become more frequent and gradually worse. 
Ihings haven't been bad all the time — ,there have always 
been outbreaks of temper but during the last six years 
things have slid and I have been clouted and abused. 
During that time I did not really want a divorce from 
him; I was dependent upon him financially, and I had 
decided to stick it out until the kids could fend for 
themselves. Then I went back to work and I slowly 
realised that I wasn't so.dependent, but still I did 
not think of a divorce. During the last six months or
so* however, I have taken so much, too much ; the last
abuse was by far the worst that had ever taken place.
1 he kids didn't know when he would be in a good mood, 
they never could relax. There was no ..time for growing
up and having pleasure. That became gradually more of
a fetish - but the children should be brilliant scholars. 
Somehow I managed - I wrapped myself up in my work and 
other activities (such as P.T.A.). This last abuse 
happened in January - it was so violent, he took hold 
of me by the throat and threatened to disfigure me.
That was the first time in my life I have ever stood 
up to him, in fact I didn't cower away. He builds up 
to these outbursts; there is an atmosphere for a few days,
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you never know when it is going to come out of how it 
is going to show itself. In the early hours of the 
morning, I suddenly heard him shouting abuse. I still 
do not know to this day what caused it. Something must 
have been building up in his mind about me, and how 
awful I was. Then J told him I had had enough, and he 
took his first overdose, but not enough to do any real 
harm. lie took another a week later, and came straight 
downstairs and told me what he had done. We even had 
a fight over that. The ambulance came and took him to 
Hammersmith Hospital - he was unconscious for two days. 
When he came home he.threatened to kill me and burn the 
house down. He said horrible things to the kids. I 
•was really frightened by this time - then I found him 
trying to hang himself from the bannister. I called 
the ambulance ; by the time they had arrived they found 
him with a tournique around his arms and wrists. He 
had to be persuaded to go to Hammersmith Hospital and 
from there to a psychiatric hospital. He did escape 
from the psychiatric hospital. He did try to get in 
here. lie got in through the children's window. I 
called the police, then Springfield 'phoned and doctors 
and social welfare people came and before I knew what 
had happened they had taken him away again.
None of it really makes a lot of sense - he encouraged 
me to go back to work, but then he was jealous of how 
successful I was in the new job. He is not particularly 
happy in his job. The whole thing is so irrational.
You asked when I first noticed the change  the whole
thing happened so gradually I can't put it down to any­
thing in particular - he didn't suddenly change. I 
never really knew him until we got married - he did lose 
his temper before - but then I could understand it more.
The suicide attempts were so calm and cool, not like his 
temper outbursts. They were not serious attempts - just 
his way to make me change his mind. I am afraid of him 
now but angry at the same time. His mind was unbalanced 
at that time - he was not thinking rationally. He was 
so quiet, so different from the angry outbursts. It 
was as though he had worked it all out — he was so hard 
that he frightened us all to death.
I always knew he had a temper - but there was a time 
when it was not directed against mo - it Was as though 
hp had to direct his anger at something, and then it 
ended up that nine times out of ten it would be me.
During that time he thought of change  ^hé seemed to 
give up any idea of having fun - gave up all idea of 
having a holiday for example.' He was against pleasure, 
work, work, work, nothing else. What really first 
brought it to my notice was how unpleasant he could be.
I had a miscarriage after we were married for a year.
It was all very complicated, and I was in and out of 
hospital for a couple of years, and I couldn't have 
children. I think he wanted me to lose the child. Then
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I was finally given a clean bill of health - then 
nothing happened. Then he became very unpredictable.
I didn't know when he would come home and he was very 
aggressive.
Then he seemed to snap out of it. he was all apologies, 
then I had the two children. Things were good for a 
while, he had everything he wanted. . lie still had 
tempers but they were not so bad and this lasted for 
about three or four years. Then things got bad again - 
got really worse until now they're really bad. He has 
cut himself off from everybody including his own family.
He told me out of the blue not to visit his mother and 
father. He just .cut himself off from them about four 
years ago. Now he is just wrapped up in the house, 
that's the only way I can describe it.
lie has never been a sociable person. A couple of years 
ago we had a really embarrassing incident ; we went to 
a party and he spent the whole evening sitting in an 
armchair reading the paper. It was terribly embarrassing
Interviewer:
How did you feel about his going into psychiatric hospital 
Mrs. B:
It was a relief more than anything. I was so terrified - 
none of us knew what would happen, but I suppose I never 
thought that this would happen. I never thought he 
would react the way he did when I told him I wanted a 
divorce. The very fact that he tried to kill himself 
amazed me. Psychiatric hospital is the best place for 
him although they say he's not a danger to himself 
any more, but over the last week his language has got 
worse - he has 'phoned up various people and let out a 
torrent of abuse to them, which seemingly made no sense. 
The torrent of bad language centred on me and then he 
just rings off. It makes no sense. By no way is he 
cured, assuming there was something wrong in the first 
place, and I think there is something wrong. When he 
was admitted he was hell-bent on destroying himself - 
and apologetic ' to me. Now all the anger is directed 
against me.
Interviewer :
Have you had any contact with his doctor?
Mrs. B:
I did ask to see the consultant but that didn't do me any 
good. He was unhelpful. I wanted an injunction served 
against him to keep him away from the house. Nobody has 
really talked to me about Bob. Everybody is concerned 
with what I am going to do. Nobody has told me that he 
has or has not got a. mental disorder. If I 'phone the
hospital they just tell me that he is really very 
bitter against me. The nurse did ask for my side of 
the story - whether that helped them to treat him or 
not I don't know. Quite frankly I wish they would 
keep him in, but they won't. lie says it's worse than 
a prison in there. He won't stay. Until all this 
happened he had never been in hospital before - he's 
never experienced anything like this before. Psychiati ic 
hospital is vastly different from the ordinary hospital 
anyway.
Something that does stick out in my mind is that nobody 
has made any attempt to find out in detail why? What 
his past instability was like. They don't seem concerned 
to find out if there is mental disorder there. . All 
they seem to be interested in is present events - the 
suicide attempts - the fact that I want a divorce, and 
that's why he has done it. Nobody has questioned me 
fully about the events in the past, the kinds of behaviour 
that lead up to this, in an attempt to understand, to know 
whether some mental disorder is present. They were just 
concerned with the fact that when ho came in he was a 
danger to himself, now he isn't so he can go. But now
he is a danger to me.
I think there is something wrong with him. I think he 
has some kind of mental disorder. He is like his father, 
he has funny moods and aggressive outbursts. There is 
some kind of mental disorder in his family. The hospital 
tell me it's just some kind of personality problem - but 
they haven't seen him. It's been going on for years. 
There has never been any reason for it, not that would 
hold any water anyway. It's been going on and off now 
for twelve years.
Interviewer:
What do you mean by mental disorder?
Mrs. B:
I think of myself as a sane person - I suppose it's 
nothing really I have come into contact with. I have 
never before even come into contact with anybody who has 
had a friend who has. had a mental disorder. It has never 
been part of my life before; never had a reason to think 
of it before. "Mad" - it's a word we bandy around -- 
he's not.physically ill -so if he's not physically ill, 
he must be mental because I can see no other reason why 
he has these outbursts. There is no reason for them. .
Interviewer:
What do you understand by "mentally ill"?
Mrs. B:
Somebody not quite right in the head. His power of 
reasoning has gone. Not rational. There's some
imbalance in his mind. I don't know, I've never 
tried to analyse it. If people have a concrete 
reason for losing their temper that's understandable, 
but he doesn't. It's difficult for me to understand 
because I'm so placid. I don't lose my temper.
Interviewer:
Have you told your family and friends that your husband 
is in a psychiatric hospital?
Mrs. 13:
The children more or less know - the younger one doesn't 
know fully. I try to keep things normal for them.: Bob
would do things in front of them, so there's no point 
in hiding things. They know he's in a psychiatric 
hospital, they've been, to visit him. Some of my 
friends know, although I haven't made it public know­
ledge, but for no reason in particular. I told people 
in the beginning that he had food poisoning because I 
thought he would be out in no time. Those who do know 
have rallied around, and have been a great help, but no- 
one was surprised. People said there was always something 
strange about him. He was always very rigid, black is 
black, and white is white. He could never see the other 
side of a story.
Interviewer
Could you just sum up for me your feelings about recent 
events?
Mrs. B:
His going into psychiatric hospital is.a relief - for 
two reasons I suppose. Firstly it explained a lot 
away, the fact that someone thought he needed psychiatric 
help, did seem an answer in a way to things I had not 
understood before. It did explain things in a way.
I hoped he would come out cured (although there is no 
chance of a reconciliation). Secondly, while he was 
in there I can feel safe.
My husband - as he was characteristically
At his best he has always been very helpful. He is
keen on physical activity - swimming, weight-lifting.
He had a good physique, a good head of hair, he was a 
handsome man. He was interested in life, ho liked to 
go and enjoy himself, and he was interested in keeping 
his own body fit. A smart man. He was very fond of 
dancing and we would go out a lot, go out for meals.
He was happy, and had a sense of adventure in him (he 
hasn't really lost that). He would go up and speak
to anybody. He booked a holiday abroad through his 
sense of adventure. He was confident in himself - 
he's lost that completely now. He had a thirst for 
knowledge*
My husband - as he is now
I can't pin-point a particular point when he changed. 
Over the years he has put on weight - lost interest 
in his appearance. (Moody, unpredictable, irrational, 
violent and abusive. ) He lost his hair and what lie 
had went grey. I had to push him into new clothes.
He has an unkempt beard and wears jeans. He is 
uninterested in his appearance* lie only grew a beard 
so that he would not have to shave. So different from 
the man I married. No confidence in himself. He 
has become far more materialistic around the house. It. 
has become a sort of obsession with him. He is happy 
doing repairs and decorations; if not, he feels at a 
loose end. Everything has to be organised. lie has 
no sense of pleasure for pleasure's sake or just relax­
ing. lie never had many friends but the few he had he 
has now lost. lie has cut himself off completely...
He has no sense of fun, even with the kids. lie will 
never do anything purely for pleasure with them - he 
always has to be educational, it's never jüst for fun.
His attitude to his work has changed. Now at work he 
totally lacks confidence. He works with a lot of 
brilliant men, they make special equipment for demon­
strations. He began feeling inferior to the men he 
worked with, they were brilliant. His self-confidence 
went out of the window completely (although they did 
think highly of him at work).
Paranoid Schizophrenic Man:
He is a very insecure person, perhaps somebody who has 
had a bad childhood - someone who had had a raw deal 
from his parents. Perhaps somebody who had been let 
down badly, and therefore couldn't trust anybody. lie 
can't be normal if he thought people were following him 
all the time. It's difficult to say what's wrong with 
him - it sounds as if he has a very violent temper that 
he lost control of, from time to time. 1 think ho 
would need help but what kind of help I don't know.
I am surprised he ever got married. lie obviously 
trusted somebody at sometime to have ever got married.
Simple Schizophrenic Woman :
Sounds like somebody who has removed themself from 
reality and is living in a fantasy world. Perhaps 
she found life too difficult and prefers her own fantasy 
world.
Sounds as if she is escaping by shutting herself off. 
t-don t think, again, that is normal - but 1 think 
what she. needs is one good friend who could talk to 
her and draw her out into the world. To give her 
confidence, I think she lacks confidence as much as 
anything.
Anxious Depressed Man:
That just sounds like somebody who is a worrier.
Somebody who is very conscientious because he doesn't 
like making mistakes. lie probably lacks self-confidence 
and that s why he gets touchy, if he thinks people are
îr1*1?1810?- xabilities‘ 1 think most of us got like 
that from time to time. We all worry a bit. I'm
certain we all get touchy from time to time. Get moody. 
Compulsive-phobic Girl:
I don't think there is much wrong with her. I come 
back^o check the door. I often come back to check
other°0r# A l0t °f pe0ple are afraid of something or
I am a£raicT of spiders - so I am not even sure if her 
ear of lifts is that abnormal. She sounds pretty
 ^Nothing else really - apart from that 
fear of lifts but then, as I say, I'm sure everybody 
has something they are afraid of. She could probably 
force herself to go up in lifts if she had to do it.
